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PITOCIN 


AN OXYTOCIC OF CHOICE 


PiITOCIN is widely used in obstetrics because of its physiologic effect on uterine 
musculature. In addition, the fact that it is notably free from vasopressor action is 
often a significant advantage. Intravenous administration of diluted prtocin in 
emergencies makes possible ready control of dosage and response. 

Pitocin is valuable in treatment for primary and for secondary uterine inertia, for 


postpartum hemorrhage due to uterine atony, for the third stage of labor, for induc- 
tion of labor, and during cesarean section to facilitate suturing the uterine wall. 


*Kaufman, R. H.; Mendelowitz, S. M., & Ratzan, W. J.: Am. J. Obst. & Gynec. 65:269, 1953. 


PITOCIN (oxytocin injection, Parke-Davis) is supplied in 0.5-cc. (5-unit) ampoules, and in 1-ce. 
(10-unit) ampoules, in boxes of 6, 25, and 100. Each cc. contains 10 international oxytocic units 


(U.S.P units). 
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on the 


Physiology 
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‘Upper 
Tract 


THE NASAL CAVITY: 


The main functions of the nasal cavity are conditioning and exchanging air 
between the atmosphere and the lungs, as well as smelling. Gross impurities 
are removed by the fine nostril hairs, and finer impurities are enveloped in the 
mucous secretion of the intranasal lining and carried away by ciliary action. 
The air is warmed to a degree approaching body temperature and humidified. 
About 500 cc. of air are taken in during an ordinary inspiration, totaling 
12,000,000 ec. daily. 


in the common cold... when hypersecretion and mucosal swelling 
interfere with the normal aeration pattern, when abnormal mouth breathing 
is resorted to as a distress measure, relief can be obtained promptly with topi- 
cal application of Neo-Synephrine hydrochloride. This potent vasoconstrictor 
is usually well tolerated — produces practically no sting or irritation on appli- 
cation to mucous membranes — even in infants. 


NEO-SYNEPHRIN E® 
hydrochloride 


> 0.25% Solution 
0.5% Solution 
0.25 % Solution (Aromatic) Nasal Spray 


1% Solution Plastic, unbreakable, 
0.5% Jelly leakproof squeeze bottle; 
Romain’ than. 0.25% Emulsion delivers fine even mist. 


Neo-Synephrine (brand of phenylephrine), trademark reg. U.S. Pat. Off. 
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It’s a new long-acting agent for the prevention and treatment of 
nausea and vomiting, associated with all forms of motion sickness, 
radiation therapy, vestibular and labyrinthine disturbances, and 
Ménieére’s syndrome. 


Side effects, so often associated with the use of earlier remedies, are minimal with 
Bonamine. Its duration of. action is so prolonged that often a single daily dose is 
sufficient. Bonamine is supplied in scored, tasteless 25 mg. tablets, boxes of eight 
individually foil-wrapped and bottles cf 100. 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
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new mother 


T he love that makes a doll her baby is the beginning of mothere- 
hood for alittle girl... the start of love-giving that will make 
her strive and fight for the security of those she loves as long 
as she lives. 


Take care of your doll-baby, little girl. It is one of the world’s 
most precious playthings. 


The security that springs from love 
is the very heart of our living. It is a 
privilege known only in a country such 
as ours, where men and women are free 
to work for it. 

And when we live up to the privilege 
of taking care of our own, we also best 


take care of our country. For the strength 


of America is in its secure homes all 
joined in a common security. 


Let America’s security be found in 


your home! 


Saving for security is easy! Read every word—now! 


If you’ve tried to save and failed, 
chances are it was because you didn’t 
have a plan. Well, here’s a savings sys- 
tem that really works—the Payroll 
Savings Plan for investing in U.S. 
Savings Bonds. This is all you do. Go 
to your company’s pay ce, choose 
the amount you want to save—a couple 
of dollars a payday, or as much as you 
wish. That money will be set aside for 

before you even draw your pay. 
And automatically invested in Series 


cooperation with the Advertising Council and the M 


“E” U.S. Savings Bonds which are 
turned over to you. 

If you can save only $3.75 a week on 
the Plan, in 9 years and 8 months you 
will have $2,137.30. If you can save as 
much as $18.75 a week, 9 years and 8 
months will bring you $10,700! 

U.S. Series “E” Savings Bonds earn 
interest at an average of 3% per year, 
compounded semiannually, when held 
to maturity! And they can go on earn- 
ing interest for as long as 19 years and 


8 months if you wish. Eight million 
working men and women are building 
their security with the Payroll Sav- 
ings Plan. For your family’s sake, how 
about signing up today? 


lf you want your interest as cur- 
rent income, ask your banker about 
Series “‘H”’ Bonds which pay in- 
terest semiannually by Treasury 
check. An excellent investment. 


The U.S. Government does not pay for this advertisement. It ie donated by this publication in 


Publishers of America, 
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Has Wine a Place 


in Your Practice? 


Recent physiological and clinical 
research confirms its adjunctive 
value in the diet of many patients 


HE WIDE recommendation of wine as a gentle and pleasant 
stimulus to appetite, digestion, and the full enjoyment of a 
meal, has a sound basis in the findings of controlled research. 


Results of some recent studies* are the following: 


Influence of Wine on Appetite—Two wineglassfuls of 20 per cent 
alcohol (the concentration in the usual appetizer or dessert wine) 
have been found to relieve prolonged gastric tension. Two or three 
ounces of dry table wine can markedly increase the olfactory acuity 
and the appetite in anorexia, and stimulate caloric intake. 


The Buffer Action of Wine in Digestion—The effect of wine on 
free and total gastric acidity is slower and more prolonged than that 
of plain alcohol. Because of the buffering action of its phosphates, 
organic acids and tannins, wine induces a less violent but more sus- 
tained increase in gastric secretion and gastric motility. 


Wine Stimulates the Flow of Pepsin—Ingestion of moderate 
amounts of wine, notably white table wine, has been found to in- 
crease appreciably not only the volume but the proteolytic power 
of gastric juice. 

Wine in the Diet of Oldsters and Convalescents—There are sound, 
physiological reasons, therefore, why the generally lax and achlor- 
hydric stomach of older people and convalescents reacts favorably 
to the mild, secretory stimulation of wine taken at mealtimes. And 
wine offers other valuable vasodilating, soothing, relaxing effects... 
a little Port or sherry wine at bedtime is a valuable aid to normal 
sleep, and may obviate the need for sedative medication. 


Wine to Brighten the Monotonous Diet—In the dull and often un- 
appealing dietary regimen of many patients, a glass of wine can 
frequently provide a touch of interest and “elegance’’—a psycho- 
logical boost of inestimable value. 

The Fine Wines of California—Wines of outstanding quality are 
coming from California nowadays. Somewhere in the rich soils of the 
State, each grape variety finds its ideal setting and comes to perfect 
ripeness each year. Just as essential, modern scientific methods re- 
sult in wines of controlled quality standards, true to type—and what 
is highly important from your patient's standpoint—moderate in 
price. Wine Advisory Board, San Francisco 3, California. 


* Research information on wine is available upon request. 
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If the patient complaining of aching joints is a woman between 37 and 54 years of age, it 
is highly possible that she is suffering from arthralgia rather than arthritis.’ It has been esti- 
mated that arthralgia occurs in about 40 per cent of women with estrogen deficiency, and is 
exceeded in frequency only by symptoms of emotional or vasomotor origin.” In fact, arthralgia 
may be as indicative of declining ovarian function as the classic menopausal hot flushes. 


Arthralgia, however, is just one of a vast number of distressing but ill-defined symptoms 
that may be precipitated by the loss of estrogen as a “metabolic regulator.” Other good examples 
are insomnia, headache, easy fatigability, and tachypnea. 


Because these symptoms sometimes occur years before or even long after cessation of 
menstruation, they are not always readily associated with estrogen deficiency, and the tendency 
may be to treat them with medications other than estrogen. Obviously, sedatives and other pallia- 
tives cannot be expected to produce a satisfactory response if an estrogen deficiency exists. Only 
estrogen replacement therapy will correct the basic cause of the disorder. 


“Premarin” is an excellent preparation for the replacement of body estrogen. In “Prem- 


arin” all components of the complete equine estrogen-complex are meticulously preserved 
in their natural form, “Premarin” produces not only prompt symptomatic relief but a distinctive 
“sense of well-being” which is most gratifying to the patient. 


1. Greenblatt, R. B., and Kupperman, H. S.: M. Clin. North America 30:576 (May) 1946. 2. MeGavack, T. H., in Goldzieher, M. A., and 
Goldzieher, J. W.: Endocrine Treatment in General Practice, New York, Springer Publishing Company, Inc., 1953, p. 225. 
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Estrogenic substances (water-soluble) also known as conjugated estrogens (equine) 
Available in tablet and liquid form 
has no odor . . . imparts no odor 


NEW YORK, N. Y. 


j ** 
vill 
ie 
| 
1 
. 
j 
: 
| 
j 2 
1 
: 
i 
4 
4 
j MONTREAL, CANADA 
o 
‘ 
: 4 


OCTOBER, 1954 DELAWARE STATE MEDICAL JOURNAL 


ho have 

the 64,985 doctors Ww 
Viceroy exhibits at 
conventions . - - and to those who 


smoke and recomme 


nd Viceroy 


ks.” Your approval 
establish our leadership 
. Viceroy now outsells all other 


NEW VICEROY GIVES SMOKERS 


Only Viceroy has this new-type 
filter. Made of a non-mineral 
cellulose acetate—it gives the 
greatest filtering action possible 
without impairing flavor or im- 
peding the flow of smoke. 


FILTERS 


in every Viceroy Tip 


Smoke is also filtered through 
Viceroy’s king-size length of rich 
costly tobaccos. Thus, Viceroy 
smokers get double the filtering 
action... for only a penny or two 
more than brands without filters. 


WORLD'S LARGEST-SELLING FILTER TIP CIGARETTE 


ONLY A PENNY OR TWO MORE THAN CIGARETTES WITHOUT FILTERS a~ 


ICEROY 


V Filter Tip 


CIGARETTES 
KING-SIZE 
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tablets 


5 mg. tablets in bottles of 50 
10 mg. tablets in bottles of 25, 100, 500 
20 mg. tablets in bottles of 25, 100, 500 


* Registered trademark for the Upjohn brand of hydrocortisone (compound F) 
THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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ERE’S a low-priced diagnostic x-ray unit that offers 

complete reliability and flexibility for both radiog- 
raphy and fluoroscopy. A single-tube combination unit 
with a table-mounted tube stand, Maxicon ASC provides 
two-tube efficiency at one-tube cost. 

It's the same story regardless of the x-ray equipment or 
supplies you need: At General Electric your money buys 
more performance . . . more dependability. This is the 
predictable result of General Electric's never-ending search 
for ways to improve the x-ray and electromedical appara- 
tus available to the medical profession. 
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for your money 


xi 


Maxicon ASC is just 
one example of how | 
General Electric x-ray ig 
equipment leads the 
way in performance 


Backing this broad line of quality equipment is a net- 
work of strategically located, factory-operated district 
offices. Through them, a highly trained x-ray specialist is 
available to you at all times. 

Whatever your diagnostic or therapeutic needs, call your 
G-E x-ray representative. 


Progress is our most important product. 


GENERAL @ ELECTRIC 


Table positions from 10° Trendelenburg te vertical ves | Yes | NO | Yes 
ie No other Variable speed table angulation ves NO | NO | NO 
Radiation-protective table ponels ves NO | NO | NO 
low-priced X-ray unit 18-in. focal-spot to table-top distance for fluoroscopy ves NO | NO | YES 

in clu des all these providing adjustable focal- | ves No | NO | NO 
Signal-light centering system for Bucky radiography ves NO | NO | NO 

P lus features Provision for cross-table radiography ves NO | NO | NO 

12-step line-voltage compensator ves NO | NO | NO 

Automatic selection of large or small focal spot ves ves | NO | NO 

45 x 78-in. or less space requirement ves | NO | NO | NO 


Direct Factory Branches: 


PHILADELPHIA — Hunting Park Avenue at Ridge 


BALTIMORE — 2 West Eager Street 
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", . + the gastric secretion is the immediate agent of mucosal 
tissue digestion... . Opposed to this stands the defensive factor 
. . . the two-component mucous barrier”! [the protecting layer 


of mucus and the mucosal epithelium]. 


Rotational gastroscopic views showing coating effect 114 hours 
after administration of Amphojel.* 


Causation — key to treatment in peptic ulcer 


Through topical action alone, AMPHOJEL 
contends with the local causes of ulcer— 
aggressive acidity coupled with impairment 
of the wall defenses. Providing a dual ap- 
proach, AMPHOJEL combines two aluminum 
hydroxide gels, one reactive, one demul- 
cent. The reactive gel combats the attack- 
ing factor in ulcer by promptly buffering 
gastric acid. The demulcent gel promotes 
healing of the denuded mucosa by forming 
a viscous, protective coagulum. 


AMPHOJEL—nonsystemic, nontoxic—pro- 
vides time-proved fundamental therapy in 
peptic ulcer. 


S AMPHOJEL 


ALUMINUM HYDROXIDE GEL 


iquid, bottles of 12 fluidounces 
Tablets, 5 grain, boxes of 30, bottles of 
100; and 10 grain, boxes of 60 and 1000 
References: 1. Hollander, F,: Arch. Int. Med. 93:107 (Jan.) 1954 


2. Deutsch, E.: Scientific Exhibit, Gastroscopy, 
Interim Session A.M.A., St. Louis, December, 1953 
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BRAND OF CHLORMERODRIN 


NORMWMAL OUTPUT @r Pi WATER 


Individualized daily dosage of NEOHYDRIN -- 1 to 6 tablets a day as needed -- 
prevents the recurrent daily sodium and water reaccumulation which may occur 
with single-dose diuretics. Arbitrary limitation of dosage or rest periods to 
forestall refractivity are unnecessary. Therapy with NEOHYDRIN need never 
be interrupted or delayed for therapeutic reasons. Because it curbs sodium 
retention by inhibiting succinic dehydrogenase in the kidney only, NEOHYDRIN 
does not cause Side actions due to widespread enzyme inhibition 


Prescribe NEOHYDRIN in bottles of 50 tablets. 
There are 18.35 mg. of 3-chloromercuri-2-methoxy- 
propylurea in each tablet. 


Leadership in diuretic research 
LAKESIDE LABORATORIES, INC-+-MILWAUKEE 1, WISCONSIN 
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...tn 2 hours or less 


410703 


Mey 

‘Sip 

t 


(Erythromycin Stearate, Abbott) 


ryth CUI 


disintegrates faster than enteric-coated erythromycin 


TISSUE-THIN FILMTAB COATING (marketed only by Abbott) 
actually starts to dissolve within 30 seconds after administration 
—makes ERYTHROCIN available for immediate absorption. 

Tests show that new Stearate form definitely protects 
ERYTHROCIN from gastric juices. 


BECAUSE THERE’S NO DELAY FROM AN ENTERIC COATING, 
your patient gets high, inhibitory blood levels within 2 

hours— instead of 4-6 as before. Peak concentration at 4 hours, 
with significant levels for 8 hours. 


USE FILMTAB ERYTHROCIN STEARATE against the cocci... 
and especially when the organism is resistant to other 
antibiotics. Low in toxicity— it’s less likely to alter normal 
intestinal flora than most oral antibiotics. Conven- 

iently sized (100, 200 mg.) in bottles of 25 and 100. 


*TM for Abbott’s film sealed tablets, pat. applied for 
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1 UNEXCELLED ANTIBIOTIC SPECTRUM 
‘tlotycin’ is effective against over 80 percent of all bacterial 


infections; yet the bacterial balance of the intestine is not 
significantly disturbed. 


2 NOTABLY SAFE 
No allergic reactions to ‘ilotycin’ have been reported in the 
literature. Staphylococcus enteritis, anorectal complications, 
moniliasis, and avitaminosis have not been encountered. 

3 KILLS PATHOGENS 
‘llotycin’ is bactericidal in generally prescribed dosages. 

4 CHEMICALLY DIFFERENT 


Virtually no gram-positive pathogens are inherently resistant 
to ‘lotycin'—even when resistant to other antibiotics 


5 ACTS QUICKLY 
Acute infections yield rapidly. 


Available in tablets, pediatric suspension, and |.V. ampoules, 
Average adult dose: 200 mg. every four to six hours. 
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THE PHYSICIAN AND PUBLIC RELATIONS* 


HEWITT W. SMITH, M.D. 
Harrington, Del. 


It has now been about one and one quar- 
ter years since the cessation of the hostil- 
ities in Korea, which was our fourth most 
costly war. Our economy is involved in a 
transition from the boom of a war econ- 
omy to a high-level peacetime prosperity. 
A buyers market has replaced the sellers 
market not only in goods, but in services; 
and the services with which I| shall deal 
this morning concern services performed 
by physicians who are engaged primarily 
in the private practice of medicine. The 
present is an excellent time to pause and 
inventory our assets; to examine our stock 
public-relation-wise; and and to gird our- 
selves with professional acumen and fore- 
sight in order that we may adjust to the 
changing pattern of economic influences 
about us. To that objective I address my- 
self today albeit trite my remarks may 
appear to certain of my auditors. To those 
of you who are now practicing creditable 
public relations, much of the following 
will be inapplicable; but to the many who 
daily strive to practice better medicine 
and, as logically follows, increase the re- 
muneration therefrom, the following is 
addressed. 


The modern physician is a salesman of 
his own services; assumes no holier-than- 
thou attitude; and, cognizant of his invest- 
ment of approximately $35,000 of his or 
his family’s resources, will accord that in- 
vestment in himself the attention which it 
rightfully deserves. With an investment 
of this sum in knowledge, experience, and 
materiel, let us pause to ask ourselves why 
such a logical combination of know-how 
and equipment often functions so poorly 
that statements as the following are com- 
monplace, being directed at the specialist 
as well as the family doctor. First, the 


*Presidential Address delivered before the Medical So- 
ciety of Delaware, Dover, October 13, 1954. 


sensational professional writer who blithe- 
ly condemns physicians in general for al- 
leged omissions of the few, cognizant that 
such trash appeals to certain groups of 
readers and makes sensational copy. Sec- 
ond, complaints about overcharging and 
high fees; inability to obtain a physician 
in an emergency; and a lack of interest in 
the patient as manifested by a rapid and 
superficial or careless examination. These 
dissidents cannot be shrugged off by an 
alert and enlightened profession, but must 
of necessity be countered at the “grass 
roots” by not one member of the profes- 
sion alone, but by all members acting in 
concert. Public relations between the 
physician and his patients is no occult 
matter to be adjudicated by your good 
chairman of the Committee on Medical 
Service and Public Relations or to be 
understood by an esoteric few, but rather 
an imminent, relative, and pertinent sub- 
ject which begs solution and must be 
solved equitably to satisfactorily negate 
efforts of those who would destroy our 
free system of medical care and substitute 
therefore one of the discredited isms. Pub- 
lic relations is every practitioner’s duty 
and responsibility. And to be successful 
requires of each member the following at- 
tributes: 


1. Grade A medical school training, 
plus adequate post-graduate study. 


2. An attitude of humility and willing- 
ness to serve in small matters, knowing 
that if successful in small matters, he will 
be trusted with matters of greater import. 


3. A sincere desire to serve his pa- 
tients well, always mindful of the best 
medical care consistent with the lowest 
possible cost. 


THE WAITING ROOM 


An analysis of one’s PR rating begins 
with the waiting room. It is here that the 
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first impression is gained of a physician. 
The waiting room mirrors the physician’s 
housekeeping—or rather that of his wife. 
Let it be so arranged and appointed that 
it boosts rather than depresses the morale. 
Temperature must be regulated in winter 
and an air-conditioning unit is essential 
during the summer months. A window- 
type air conditioner is satisfactory and 
serves as an excellent means of ventilating 
the waiting room when occasion demands; 
and additionally, the hum of the fan will 
serve to muffle the conversation from the 
consultation room, thus insuring addition- 
al privacy. The room must be well lighted, 
with attractive curtains or venetian blinds. 
Current editions of picture and health 
magazines should be available. Comfort- 
able furniture covered in leather or plastic 
is a requirement, preferably in bright 
colors. The floor covering may be of rub- 
ber tile of gay hues set in an attractive 
pattern. Not necessary, but desirable, are 
such folderol as cut flowers, aquariums, 
movies, recorded music, bulletin boards, 
and children’s furniture. Strive to make 
your reception room a pleasant place to 
spend a short wait. Mention of a short 
wait brings us to the second facet of this 
PR problem. 


PROMPT CONSULTATION 

Regardless of how attractive or com- 
fortable a waiting room may be, patients 
are people and dislike undue waiting. To 
visit our office, a barber must leave his 
chair, a seamstress her machine, a clerk 
his counter, and a farmer his farm. Their 
time is money and indirectly yours. Those 
of us who see patients by appointment only 
are obliged to schedule appointments in- 
telligently to eliminate the waiting evil, 
and those of us who still practice on a 
catch-as-catch-can basis will arrange our 
office hours for the convenience of the ma- 
jority of our patients, if this means eve- 
ning hours several evenings a week, In the 
busy winter months, office hours may be 
started earlier than the published time, 
and the routine treatments and examina- 
tions can be scheduled for the lighter days 
such as Tuesdays and Fridays. Keep reg- 
ular hours in your office, and your office 
will keep you. 
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A FRIENDLY WELCOME 


Either the physician or his receptionist 
will assume the entire responsibility of 
greeting all patients. Remember that they 
are all customers visiting you to purchase 
medical services, and they have a right to 
a friendly and courteous greeting. Show 
no partiality and recognize all patients as 
individuals. An indifferent greeting may 
depress a patient to the extent that a com- 
plete history is impossible to obtain. Aim 
to secure maximum relaxation of your pa- 
tient during interview or treatment. The 
office visit is more quickly concluded and 
the therapy more definitive. Develop a 
personal touch by referring to some mat- 
ter in which the patient is known to be 
interested, avoiding controversial subjects 
such as religion, politics, and family squab- 
bles. Cultivate a calm, confident manner; 
exhibit interest in the patient’s problem; 
and above all, take time to listen to the 
whole story. 


OFFICE RECORDS 

As you listen to the whole story, take 
notes on a file card or mechanical record- 
ing device; for without adequate case his- 
tories, diagnosis will be slipshod and in- 
complete. Request only pertinent labora- 
tory data, remembering that your patient 
is trusting you to spend his money judi- 
ciously and in his best interest. Inform 
the patient of the results of all tests, thus 
giving him tangible evidence for fees ex- 
pended for the study of his case. Assess 
your patient and inform him in language 
which he can understand, a simple explan- 
ation of his condition and plan of treat- 
ment. Make no comments about alleged 
treatment received at a colleague’s office or 
a hospital, remembering always that the 
condition seen today in all probability did 
not exist yesterday. 


FEES 

Now that the office interview is con- 
cluded, the next logical matter is the col- 
lection of a fee. If the foregoing outline 
has been followed, the physician has a 
clear conscience that he has aided his pa- 
tient and earned his fee, and should have 
no compunction about discussing fees and 
fee schedules. Encourage a free discussion 
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of all matters pertaining to medical fees. 
Statements regarding coverage by insur- 
ance plans must be guarded, as well as 
estimates of hospital charges. It is best 
to advise consultation with the hospital 
business office. A hospital bill is similar 
to a house. It usually costs twice as much 
as you plan on before you are through 
with it. Encourage private insurance un- 
der Blue Cross and Blue Shield. At every 
opportunity, diplomatically show that the 
physician, although blamed for the alleged 
high cost of medical care, actually has re- 
ceived but a small part of the total expen- 
diture for health services. The prescrib- 
ing of trademarked drugs in liberal quan- 
tities, when a simple and low-cost item in 
the actual quantity required would suffice 
and the requisiting of laboratory work in 
excess of that actually required, are fac- 
tors in the total cost of health services 
that demand reflection. Stressing the im- 
portance of the office visit over the home 
visit will save the patient money, if not 
effort, and will result in a more satisfac- 
tory examination and logical therapy. 


A few years ago, you will recall, the 
purchaser of a new automobile, if he were 
fortunate enough to obtain one, was forced 
to pay the list or official price, plus ap- 
proximately $700.00 in extras which auto- 
matically increased the price of the ve- 
hicle about one third. The public took it, 
but didn’t necessarily like it. I see a par- 
allel in the Blue Cross Plan. While orig- 
inally designed to defray the basic cost of 
hospital care and surgery, through the 
years the benefits have been extended to 
include about all the costs incurred by one 
while a patient in a hospital. One of the 
weaknesses of the voluntary plan is that it 
is susceptible to being loaded with charges 
for x-ray, laboratory, miracle drugs, etc., 
which, if not essential, become “extras” 
of the Blue Cross Plan. The voluntary 
plans are continually under attack, so it 
becomes a responsibility of the individual 
physician to “sell” each subscriber only 
the essential services required in his par- 
ticular case. The balance sheet of the hos- 
pital may suffer, but the hospital was built 
to serve the patient, rather than the pa- 
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tient’s voluntary insurance to make the 
operation of a hospital profitable. 


PROFESSIONAL RESPONSIBILITIES 


A satisfactory examination and logical 
therapy brings us to the next considera- 
tion, which is the consistent and phenom- 
enal progress being made in the science of 
medicine. The progressive physician must 
continue his professional education 
throughout life and keep abreast of scien- 
tific advances. Medical periodicals are in 
abundance, and there are monthly county 
society and hospital staff meetings, the 
Annual Meeting of the Medical Society of 
Delaware; and, the semiannual Delaware 
Chapter meetings of the American Acad- 
emy of General Practice, to name but a 
few. In addition, there are many medical 
meetings catering to specialists. A second 
responsibility of the physician is active 
participation in his professional society 
and support of the organizations which 
represent him. He must be willing to 
serve and be active on committees and 
projects of the medical society which are 
essential to winning the good will of the 
public. Grievance committees; emergency 
medical services; care of the indigent; and 
cooperation with the State organizations 
concerned with public health, are exam- 
ples among others. Be informed regard- 
ing the prepayment plans designed to 
meet the cost of medical care. Keep 
abreast of developments in our nation’s 
capitol bearing on the field of health leg- 
islation. Be able to discuss current pro- 
posed legislation, for a physician’s opin- 
ion is respected in the community, and 
will carry a great deal of weight. 

What does it profit society if physicians 
extend the life span of a citizen for an ad- 
ditional ten years if that additional time 
is spent in a vegetative existence? The 
problems of adjustments in the twilight 
years must be met and solved. The hori- 
zons of medical practice are vast indeed, 
and escape the comprehension of mere 
mortals. Continuous research in prevent- 
ative medicine, as in industry, will un- 
ravel the enigma of the creation of man 
in the image of God. The beginner in 
medical practice today faces multitudinous 
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problems; but if the future may be judged 
by the past, he will be equal to the task. 


PERSONAL RESPONSIBILITIES 

It is well at times to reflect on the re- 
verse side of the coin. Just a few years 
ago, we recall the era of the model-T and 
the muddy road physician. Medicine has 
made more scientific progress since the 
model-T days than in all time theretofore. 
The era of atomic medicine is upon us. 
The study of medicine is complex, costly, 
and consumes the best years of a physi- 
cian’s life. The physician of today is a 
far cry from the rugged individualist who 
knew no hours, collected no bills, and as 
likely, never paid any; and when he had 
killed himself off, left his family with a 
fine collection of uncollectible accounts. 
The public came to look upon the profes- 
sion as a convenience to be summoned at 
any hour of the day or night, seven days 
a week. While the public enjoys the fruits 
of modern technology, including the 40- 
hour week, paid vacations, and fringe 
benefits of various sorts, the private prac- 
titioner still labors under many of the 
heritages of an outmoded and discredited 
era. Medicine must accept the challenge 
of selling its members on the desirability, 
if not the necessity, of sharing in the 
fruits of modern civilization. To do other- 
wise would condemn a physician to sacri- 
fices not endured by other members of so- 
ciety. To integrate the fuller life of the 
physician into the modern medical pic- 
ture, requires vigorous experimentation 
in ways and means of attaining such a 
happy state of affairs without depriving 
the patient of necessary and scientific 
service. The physician who bargains his 
health to buy “success” makes a tragic 
bargain indeed. 


Civic RESPONSIBILITIES 


The physician leads a dual role in the 
community. First, he must be a good doc- 
tor; and secondly, he must be a good cit- 
izen. This requires service in the com- 
munity in various ways. Service on one 
or more of the local groups such as: City 
Board of Health; City Council; School 
Board; fraternal organizations; commun- 
ity projects; examaination of school child- 
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ren; and state and national projects such 
as: cancer, Red Cross, mental health, and 
safety is urgently advised. Too many 
shun their civic responsibilities under the 
excuse of preoccupation with a busy prac- 
tice. We must take an active, although 
unobtrusive, interest in politics, under- 
standing the fundamental issues involved, 
and discussing, intelligently, health legisla- 
tion. The physician’s responsibilities are 
manifold. The community will reward 
him adequately for services performed 


outside the line of duty. Satisfaction of 


a job well done carries its own reward, 
one on which the market place denotes no 
monetary valuation. The practice of med- 
icine is truly a noble calling, in addition 
to being a means of livelihood, and must 
be treated as such. Let us prove to be 
worthy of our ancient calling and in the 
years to come march forward and attain 
new heights, ever promoting and preserv- 
ing the proud traditions of the Medical 
Society of Delaware. 


CARCINOMA OF THE HEAD OF THE PANCREAS 
A Case Report, with Stress on the 
Roentgenographic Findings 


CHRISTOS S. PAPASTAVROS, M.D.,* 
Wilmington, Del. 


Case* and others have described in de- 
tail the roentgenographic findings in can- 
cer of the pancreas. Here we will briefly 
review these findings and report a case 
which had none of the so-called classical 
findings of pancreatic tumors. 

The patient, a 31 year old colored fe- 
male, entered the Delaware Hospital on 
3-13-54 with complaints confined to her 
G. I. tract since June 1953. At that time 
she developed “nervous stomach”. She 
felt a “knotty feeling” in the epigastrium 
when she was emotionally upset. In Sep- 
tember, 1953, she noted a gradual onset 
of dull epigastric pain radiating to the 
R. V. A. and right scapula. This occurred 
intermittently 3-4 times a day, and sub- 
sided spontaneously. In October 1953 the 
pain became more sharp and more wide- 
spread in the R. U. Q., radiating to the 
right flank and back. For the first time 
she noted a slight change in her bowel 


*Assistant in Roentgenology, Memorial Hogrpital. 
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habits, interchanging diarrhea and consti- 
pation requiring laxatives. She also had 
slight nausea with the pain, but no vomit- 
ing. In January, 1954, the pain became 
crampy and it spread all over the upper 
abdomen. She lost 13 lb. in 6 months. The 
pain had no relation to meals. Her appe- 
tite remained good and there was no G. I. 
bleeding, no acholic stools, no fever, no 
chills, and no tenesmus. 


Physical examination was negative ex- 
cept for tenderness most marked in the 
R. U. Q. The examining intern remarked 
that “there seems to be a R. U. Q. mass, 
which may be liver but the patient will 
not relax.’”’” Numerous other doctors who 
examined the patient failed to confirm the 
intern’s impression. Laboratory studies 
showed urobilinogen positive to 1:40 dilu- 
tion on one occasion. Benzidine and 
guaiac tests were also positive only once. 
Mezzini negative. Liver tests; bromsul- 
falein 12%, and cephalin floc. 3 in 48 
hours. Glucose tolerance was not done. 
R.B.C. 3.1-3.5 mil. Hb. 6.6; reached 12.2 
gm. after blood transfusion. Hemotocrit 


FIG. | 


Studies made on 3-17-54 show a normal cap 
and duodenal loop. (Delaware Hospital) 
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25% ; W.B.C. 6300-8200, with normal dif- 
ferential. Sickling, negative. 


Upper G. I. studies (Fig. 1), barium 
enema, and gall bladder studies were neg- 
ative. Biopsy of the bone marrow showed 
slight erythopoietic hyperplasia, norma- 
blastic type. The bile was negative for 
tumor cells. PPD #1 was negative. 
Temp. 97.2-101° F. 


The patient signed herself out of the 
hospital on 3-31-54 with no diagnosis of 
the cause of the G. I. complaints and 
anemia. Following her discharge she con- 
tinued to have the same complaints and 
she was seen in the accident ward of the 
Memoria! Hospital approximately 4 weeks 
prior to her admission here on 7-3-54. 
During her visits to the surgical clinic no 
masses were palpable in the abdomen, and 
no jaundice was noted. 

On 7-3-54 she was admitted to the Me- 
morial Hospital because of the presence 
of a mass in the R, U. Q. While in the 
hospital she developed clinical jaundice 
without any evidence or pruritus. 


Physical examination at this time re- 
vealed an extremely thin, well developed 
young colored female with evidence of 
weight loss. The abdomen showed a non- 
moveable mass in the epigastrium extend- 
ing down to about 4 cm. above the um- 
bilicus in the mid line, and over to the 
sides about 4-6 cm. There was right 
C.V.A. tenderness and rather marked 
spasm of the abdominal muscles. The 
other systems showed no abnormalities. 
Laboratory studies showed an anemia-7.5 
gm. W.B.C. 11,200, with a normal differ- 
ential. Alkaline phosphetase 20.5; icterus 
index 33-51 units. 


X-ray studies showed (1) non-func- 
tional gall bladder, (2) displacement of 
the stomach toward the left side and ex- 
trinsic pressure on the first and second 
portion of the duodenum by a mass oc- 
cupying the R. U. Q. and extending slight- 
ly beyond the mid-line toward the left 
side. The duodenal loop was not enlarged 
and the concave portion showed no evi- 
dence of distortion or flattening of the 
mucosal pattern. (Fig. 2) A liver biopsy 
showed portal fibrosis. 
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OPERATION 

With these findings the patient was ex- 
plored on 7-1954. Upon entering the ab- 
dominal cavity “a firm solid mass was 
easily visualized at the head of the pan- 
creas, displacing anteriorly the entire du- 
odenum. This mass measured about 10 x 
10 x 5 cm. Firm nodes were palpable 
along the hepatic hilus and along the 
splenic vessels. No fixation of this mass 
anteriorly or posteriorly. The mass was 
movable with the duodenum. The gall- 
bladder was slightly larger than normal 
and tense. The common duct was dilated. 
The stomach was normal, as were the du- 
odenum, jejunum, and the rest of the G. I. 
tract.” 


The pathological report from the bi- 
opsy was adenocarcinoma of the pancreas 
(Dr. J. W. Abbis). Cholecystojejunostomy 
was done and the patient was discharged 
in an improved condition on 8-18-54. 

We are not going to discuss here the 
pathological characteristics of tumors of 
the pancreas. It suffices to say that carci- 
noma of the pancreas makes up 1-2% of 
all carcinomas,’ and that of all pancre- 
atic tumors 65-85% are reported to in- 
volve the head.* As far as primary pan- 
creatic carcinoma is concerned on the 
basis of origin four types are differenti- 
ated. 5 


1. Carcinoma originating in the pan- 

creatic duct. 

2. The tumor may start in the acini. 

3. The islet carcinoma (less common). 

4. Cystadenoma, usually developing in 

the duct of the tail of the pancreas 
(extremely rare). 

Carcinoma of the pancreas predom- 
inates in males in a ratio of about 4:1, 
and occurs mainly between the ages of 30 
and 70 years, the average age being 60 
years. 


ROENTGENOLOGIC FINDINGS 

The x-ray findings of tumors arising in 
the head of the pancreas have recently 
been excellently summarized by E. P. Pen- 
dergrass et. al. and usually affect the 
stomach (pyloris and antrum) and the 
duodenum.‘ Due to pressure by the 
tumor the “pad” sign may be produced on 
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the pylorus and antrum. Forward dis- 
placement of the stomach, though it might 
be present, is not a classical sign and is 
seen less commonly than is believed. In 
this particular case neither of the above 
signs was present. The stomach was dis- 
placed laterally toward the left side by 
the mass without producing the “pad” 
sign or downward, upward, or forward 
displacement. The “pad” effect may be 
seen in the duodenal bulb also, with the 
bulb pushed up, down, or forward. At 
first the pressure of the tumor on the du- 
odenum does not affect the mucosa, but 
with the use of properly graded compres- 
sion they produce a meniscus sign.’ If 
the entire head of the pancreas is enlarged 
the duodenal bulb appears elevated, and 
the descending portion of the duodenum in 
a wreath-like fashion encircles the en- 
larged head of the pancreas presenting 
the “C” sign in the 2nd portion of the du- 


FIG. 2 


Films made approximately six months later 
show lateral displacement of the stomach and 
duodenum. Extrinsic pressure on the convex 
side of the first and second portion of the du- 
odenum. There is no widening of the loop and 
no evidence of invasion of the duodenum by 

the tumor mass. 
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odenum.’ The well known inverted “3” 
sign in the descending portion of the du- 
odenum is produced by extension of the 
tumor into the duodenum. 


Dilatation of the common duct produces 
distortion of the duodenal bulb. It affects 
commonly the post-bulbar portion. It is a 
pressure defect better seen in the prone 
right anterior oblique position.‘ It is a 
very valuable sign in the early diagnosis 
of pancreatoduodenal tumors demonstrat- 
ing a dilated duct in the pre-icteric stage.‘ 
The use of cholografin for demonstra- 
tion of the common duct promises new 
possibilities in the diagnosis of these 
tumors. 


In our case none of the above described 
signs was present. There was evidence 
only of extrinsic pressure in the convex 
side of the first and second portion of the 
duodenum with medial displacement of 
the duodenum. This case somewhat re- 
sembles the peculiar appearance of the 
duodenum described by Pendergrass et. 
al.‘ However, in our case, there was no 
evidence of involvement of the duodenum 
with a tumor as was corroborated by the 
operative report. 


The patient had had complete G. I. 
work and cholocystograms, five months 
prior to her operation, which were en- 
tirely within normal limits. However, 
post-fatty meal films were not made which 
might have helped in demonstrating the 
dilatation of the common duct in the pre- 
icteric stage. 


Re-examination at frequent intervals in 
cases of G. I. complaints with clinical evi- 
dence of an organic disease may help in 
the early diagnosis of tumors of the pan- 
creas. When the so-called classical roent- 
genographic findings are present, resec- 
tion is usually impossible. Several reports 


show that at least 50% of tumors of the 


pancreas are missed by radiologic studies. 
To improve our score we should train our- 
selves to better utilization of techniques 
and to a meticulous search for the very 
early signs of the disease, even if by doing 
so we have to over-read certain cases, 
since only early diagnosis will increase 
the five year survival rate. 
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SUMMARY 


A case of carcinoma of the head of the 
pancreas is reported and the pertinent 
roentgenographic findings of the disease 
are reviewed. 


Grateful thanks are given to Dr. W. W. 
Lattomus, of the Delaware Hospital, for 
permission to reproduce x-rays made in 
his department. 
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PAPILLARY CYSTADENOMA LYMPHOMATOSUM 

(WARTHIN’S TUMOR) WITH A CLINICAL NOTE 

ON THE MANAGEMENT OF PAROTID TUMORS 
IN GENERAL 


J. W. ABBISS, M.B., Ch.B.,* 
and 
JOHN C. PIERSON, M.D., 
Wilmington, Del. 


Tumors of the parotid gland form a 
comparatively small segment of human 
oncology, and of these tumors the one 
variously known as papillary cystadenoma 
lymphomatosum, adenolymphoma, or War- 
thin’s tumor, comprises only some 2-5 per 
cent. Consequently, even in a busy sur- 
gical center this type of tumor is seen 
but rarely, and even such a prominent 
tumor pathologist as Rupert Willis‘ in his 
book “Pathology of Tumors” states that 
he has had personal experience of only two 
cases of this lesion. In an extensive review 
of the histogenesis of this tumor Thomp- 
son and Bryant’? in 1950 were only able 
to collect 163 cases from the literature to 
that date, and added 17 of their own. Dur- 
ing the past seven years three examples 
of this type of tumor have been encoun- 
tered at the Memorial Hospital, and it is 
the purpose of this paper to present the 
most recent of these cases with a brief 
discussion of the lesion and to conclude 
with some general remarks on the hand- 
ling of parotid tumors. 


*Respectively Director of Laboratory and Director of 
Surgery, Memoria! Hospital. 
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CASE HISTORY 

The patient, a 56-year-old white male, 
was admitted to hospital complaining of 
a lump behind his right jaw which had 
been present for approximately one year. 
Noticeable enlargement of the lump over 
the three weeks prior to admission to hos- 
pital caused him to seek medical advice. 
The lump itself produced no pain or other 
ill effects, and the patient was completely 
asymptomatic. Physical examination re- 
vealed a fairly firm mass located in the 
parotid region on the right side. This mass 
was non-tender and was thought to be a 
tumor arising from the parotid gland. At 
operation a partial excision of the right 
parotid gland, including the tumor, was 
carried out, and at operation it was noted 
that the tumor was partly cystic. A mar- 
gin of apparently healthy parotid gland 
tissue was excised around the lesion. As 
received at the laboratory the gross speci- 
men consisted of two distinct portions— 
one consisting of a partially collapsed, 
soft, cyst-like structure measuring approx- 
imately 3x2x1.5 cm. This cystic struc- 
ture was enclosed by a thin, smooth, shiny, 
fibrous sheath, and at one point this cap- 
sule was punctured, revealing pinkish- 
white material. Section of the structure 
revealed friable, white-colored tissue at- 
tached to the wall of a cyst and much of 
the tissue was creamy in consistency and 
appeared almost necrotic. The second por- 
tion of tissue measured 4 x 3 x 1.5 cm. and 
was composed of lobules of pinkish-white 
tissue resembling salivary gland. Histolog- 
ical examination of the specimen (Fig. 1) 
revealed fragments of salivary gland tis- 
sue, adjacent to which was a lesion com- 
posed of lymphoid tissue showing well 
marked lymphoid follicle formation in 
which there were tubular spaces lined by 
a pseudo-stratified columnar epithelium, 
giving the appearance of ducts. In some 
areas these duct-like spaces were dilated 
to form small cystic structures, and in 
these the lining epithelium was flattened. 
The lumen of these cyst-like spaces con- 
tained an amorphous, pink-staining ma- 
terial, These appearances were judged to 
be typical of papillary cystadenoma lym- 
phomatosum, or adenolymphoma, of the 
parotid gland. 


FIG. 1 
Photomicrograph of parotid tumor in case 
described. 


DISCUSSION 

The proper histological diagnosis of this 
tumor is important because, unlike many 
tumors of the parotid gland, the adeno- 
lymphoma is non-malignant. In none of 
the reported cases in which the typical 
histological criteria, consisting of an epi- 
thelial stroma of duct-like structures lined 
by a pseudo-stratified cuboidal or colum- 
nar epithelium lying in a lymphoid inter- 
stitial tissue showing definite follicle for- 
mation, have been met, has there been 
any convincing evidence of malignant 
change. The lesion may recur, however, 
if adequate removal is not carried out at 
the time of operation, and rarely the le- 
sion may be bilateral, as was the case in 
one of the examples, a patient of Dr. John 
Hynes, seen at the Memorial Hospital, to 
be reported elsewhere. 

The lesion is interesting in that it con- 
sists of two different elements, namely: 
well differentiated lymphoid tissue with 
lymphoid follicles, and an epithelial com- 
ponent consisting of duct-like spaces lined 
by pseudo-stratified columnar epithelium, 
sometimes showing papillary infoldings 


: 
{ 
4 
- 
: 
4 
; 
: 
f 
‘ 
: 
og 
i 
é 
: 
{ 
we 
= 
ty 


OCTOBER, 1954 


and cyst-like spaces. This combination of 
epithelial and lymphocytic elements has 
given rise to considerable speculation re- 
garding the origin of the lesion, and, in- 
deed, there has been some question as to 
whether it represents a true neoplasm. In 
this connection it is interesting to note 
that in Mikulicz’s disease the parotid 
gland, together with other salivary glands, 
shows massive infiltration with lympho- 
cytes. In the latter, however, there is not 
an accompanying epithelial ductal prolif- 
eration as is seen in the adenolymphoma. 
Some have doubted that the lesion arises 
from the parotid gland proper and have 
postulated that it arises from some struc- 
ture outside of that organ. In most cases 
a distinct fibrous capsule can be seen be- 
tween the parenchyma of the gland and 
the tumor tissue; and in the major part 
of the tumor from the case presented here, 
this was the case, but in some areas one 
could definitely make out direct continu- 
ity between glandular tissue and the tu- 
mor, the lymphocytes blending directly 
with the connective tissue between the 
glandular acini. In this case at least it 
would seem, therefore, that the tumor was 
in direct continuity with the gland and, 
perhaps, arising from it. Among the the- 
ories which have been advanced concern- 
ing the histogenesis of these tumors are 
those of Warthin* who considered them to 
be formed from aberrant anlages of the 
eustachian tube; Kraissl and Stout* who 
proposed the orbital inclusion cyst theory, 


using the observation that in some ani- . 


mals the parotid gland is developed from 
a sulcus in the orbital cavity; and Jaffe’ 
who proposed the theory that the tumors. 
arise from cells known as oncocytes, which 
are cells supposedly peculiar to the parotid 
ducts. The careful and extensive histo- 
genetic studies of Thompson and Bryant’, 
however, appear to offer an explanation 
for the presence of the lymphoid and duc- 
tal tissue in intimate contact within the 
gland tissue proper. These authors studied 
the developing parotid gland in human 
embryos and many normal salivary glands, 
including those from the parotid and sub- 
maxillary regions. These studies estab- 
lished the fact that in the developing em- 
bryo areas of lymphoid tissue can fre- 
quently be seen within the developing par- 
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otid gland, and in many instances this 
lymphoid tissue assumes the form of true 
lymph nodes. Similarly, in many of the 
normal adult parotid glands lymph nodes 
could be identified, and in some instances 
parotid gland ducts were identified within 
these lymph nodes. A further observation 
of interest in this study was the fact that 
no lymphoid nodules were found in the 
submaxillary salivary glands examined, 
and this is, perhaps, of some significance 
when it is realized that few, if any, true 
cases of papillary cystadenoma lymphoma- 
tosum have been described as occurring in 
this location. It seems likely, therefore, 
that this tumor represents an excessive 
growth of lymphoid tissue containing 
gland ducts, which tissues were already 
present within the affected parotid gland. 


The foregoing discussion of Warthin’s 
tumor seems an appropriate point of de- 
parture for summarizing some of the 
more important clinical features of paro- 
tid tumors in general. 


These, in tabulated form, might be pre- 
sented as follows: 


I. Any visible or palpable swelling 
with or without symptoms in the region 
of the parotid should be looked upon as a 
tumor of that gland. 


II. Such a tumor has a potential, vary- 
ing between 15 and 25 per cent, of being 
malignant. 


III. The true nature of the tumor can- 
not be determined by clinical means ex- 
cept in those cases where facial nerve pal- 
sy is present. (Such paralysis is pathog- 
nomonic of malignancy). 


IV. Watchful waiting until the tumor 
becomes large enough to “shell it out,” or 
because it has not changed in size or 
caused any symptoms over many years is 
not supported by sound clinical judgment. 
The life history of these tumors makes 
such a policy unintelligent and its adop- 
tion may compromise the possibility of 
cure of a “silent” cancer. 


V. The size of the tumor bears no re- 
lationship to the incidence of recurrence 
insofar as benign tumors are concerned. 
This is not at all true of malignant neo- 
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One of the notable qualities of ACHROMYCIN, 
the Lederle brand of Tetracycline, is its advantage 
of minimal side effects. Furthermore, this true 
broad-spectrum antibiotic is well-tolerated by all 


age groups. 


In each of its various dosage forms, ACHROMYCIN 
provides more rapid diffusion for prompt control 
of infection. In solution, it is more soluble and 
more stable than certain other antibiotics, 


ACHROMYCIN has proved effective against a wide 
variety of infections caused by gram-positive and 
gram-negative bacteria, rickettsia, and certain 
virus-like and protozoan organisms. 


ACHROMYCIN ranks with the truly great thera- 
peutic agents. 
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plasms however. 


VI. Because of the high incidence of 
recurrence where extracapsular enuclea- 
tion is done, the ideal surgical manage- 
ment is via subtotal parotidectomy. 


VIl. Not only does the conservative 
limited excision result in higher recur- 
rence rate of benign tumors, it also re- 
duces the prospect for cure of an unsus- 
pected malignant tumor. 


VIII. The wider surgical exposure ne- 
cessary for subtotal parotidectomy makes 
possible accurate identification of the fa- 
cial nerve and thereby lessens rather than 
favors inadvertent nerve injury with its 
consequent disfigurement and functional 
impairment. [N.B.—In a recent case the 
procedure of superficial lobectomy was 
perhaps fortunate since the lesion proved 
to be a Warthin’s tumor, and this type 
outranks all other benign parotid tumors 
in terms of local recurrence. | 


IX. Infiltrating carcinoma of the paro- 
tid demands total parotidectomy with sac- 
rifice of the facial nerve. Slaughter et al*® 
express this opinion rather tersely: 
“Temporizing with a definite parotid can- 
cer is homicide, and the facial nerve must 
be considered as condemned tissue. If the 
surgeon does not take it, the tumor will 
and the rest of the patient along with it.” 


The above listed postulates represent 
the beliefs and practices of those who 
have had an extensive experience with 
this particular problem of parotid tumors. 
For those of us who encounter the prob- 
lem much less frequently these data are 
of immeasurable value and quite naturally 
influence our own judgment in a given 
instance. Reference to the files of the Sur- 
gical Pathological Department at the Me- 
morial Hospital discloses 55 cases of paro- 
tid tumor since January, 1944. Of these, 3 
cases of Warthin’s tumor are listed—a 
percentage incidence that parallels reports 
from other sources.’ Frazell’s* recent re- 
view of tumors of the salivary glands af- 
fords an excellent up-to-date coverage of 
this subject, and in part has formed the 
basis for opinions expressed in the body 
of this report. Other contributors to the 
literature on this subject that were con- 
sulted are listed 
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In conclusion we would like to re-em- 
phasize the following points: 

I. The importance of surgical aware- 
ness on the part of both physician and 
surgeon in all cases of swelling about the 
parotid area—symptomless or not—small 
or large. 


II. The necessity for accurate, compe- 
tent histologic evaluation. 


III, The present trend toward routine 
subtotal parotidectomy rather than local 
enucleation is based on sound clinical con- 
cepts. 
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ABDOMINAL AORTIC THROMBOSIS 
PRODUCING A GOLDBLATT KIDNEY 


ROBERT W. FRELICK, M.D.,* 
and 


WILLIAM D. SHELLENBERGER, M.D. 
Wilmington, Del., 


This paper presents a case with an un- 
usual complication of an uncommon symp- 
tom-complex produced by thrombosis of 
the terminal aorta. The latter is known 
as Leriche’s syndrome and is character- 
ized by these symptoms and signs: (1) 
insidious onset; (2) easy fatigability and/ 
or claudication of lower extremities; (3) 
sexual impotence (unstable penile erec- 
tion) ; (4) absence of one or both femoral 
pulsations; (5) pallor of lower extrem- 
ities on standing; (6) symmetrical atro- 
phy of lower extremities; (7) negligible 
oscillometric readings of thighs and legs. 


* Attending Physician and Visiting Physician, respectively, 
Memoria! Hospital. 
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This clinical entity was first defined by 
Leriche, a French surgeon, in 1940', and 
further clarified by him in 1948*. Several 
papers discussing necropsy findings of 
aortic thrombosis preceded his papers. 
Welch’s® collection of 59 cases in 1899, 
which included both embolism and throm- 


FIG. 1 
Illustration shows block of aorta 
and right renal artery. 

bosis of the terminal aorta, summarized 
all reports in the literature to that time. 
Seven were primary thrombosis of the 
aorta. The steadily increasing number of 
articles about this syndrome indicate its 
more frequent recognition since 1940. 
Most of these deal with surgical aspects 
or means of diagnosis. Hypertension is 
mentioned frequently as a complication or 
coincident factor; however, the possibility 
of its origin by a Goldblatt kidney mech- 
anism is seldom noted. 

Because of the many extensive studies 
of Leriche’s syndrome in the literature de- 
scribing etiology, incidence, etc., we have 
minimized the discussion of them here. 
Leriche’s'*, Theis’s*, and Barnett’s’ papers 
are recommended as excellent reviews of 
this entity. 
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CASE REPORT 

R. M., a 50 year old Latvian clerk was 
admitted to the Memorial Hospital on 
1-12-54 for study of hypertension and 
treatment of a partial right hemiplegia of 
four days’ duration. 

He was first seen as an office patient 
one week before hospitalization complain-— 
ing of a productive cough since being 
hospitalized 7 months for pneumonia in 
Germany six years ago. Ankle swelling 
and dyspnea resulted from stair-climbing 
or walking more than a block; there was 
a 10 lb. weight loss in the past two years. 

The pertinent findings then were: (1) 
asthenic build; (2) BP 230/126; (3) 
pulse 108; (4) eyegrounds—grade 2 retin- 
opathy; (5) enlarged heart; (6) course 
basal rales posteriorly bilaterally; (7) at- 
rophic testicles. 

During the intervening week the pa- 
tient was digitalized, sedated, and treated 
with reserpine and bed rest. He developed 
a partial paralysis of his right upper ex- 
tremity and on the day of admission be- 
came temporarily aphasic. 

On admission the physical findings were 
essentially unchanged from the above ex- 
cept for the neurologic findings and high- 
er grade eyegrounds with early papillede- 
ma. Studies to determine etiology of the 
hypertension were instituted. Benzodiox- 
ane and regitine tests were interpreted as 
negative. Laboratory examinations re- 
vealed no particular abnormalities: Hb. 
14 gm; RBC. 4.78 million; urine, sp. grav. 
1.015, albumin 1 plus; WBC, 0-2; BUN, 
17 (9.5 a week before death) ; serum cho- 
lesterol, 257 mg %; PSP. 8% in 15 min. 

Meanwhile, oral and intramuscular hex- 
amethonium, dibenzalline, bed rest, seda- 
tion, all had no effect on the blood pres- 
sure. 

The initial chest x-ray showed bullous 
cysts of both lungs, thought to be congeni- 
tal. An IVP done 1-19-54 revealed an at- 
rophic non-functioning right kidney with 
an enlarged left kidney. When cystoscopy 
demonstrated normal retrograde filling of 
the right kidney, an aortogram was or- 
dered to see if any congenital vascular de- 
fect could be producing a Goldblatt kidney 
(Fig. 1). This procedure performed on 
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1-29-54 revealed lack of filling of the ter- 
minal aorta. The diagnosis of Leriche’s 
syndrome then was made, postulating that 
the thrombus had extended over the orfice 
of the right renal artery producing ische- 
mia and consequent hypertension. 

Supplemental information then was 
sought from the patient. Eliciting a his- 
tory was extremely difficult since the pa- 
tient and his family spoke very little Eng- 
lish. The patient stated he had been prac- 
tically impotent for six years and had not 
had an erection for three years. His right 
leg would tire on long-standing for the 
past ten years. There was no history of 
trauma to legs or abdomen at any time 
nor complaints of leg cramps on walking. 
An industrial physical examination two 
years previously recorded his pressure as 
112/70 sitting, 108/70 standing, and a 
pulse of 108. Re-examination of the lower 
extremities demonstrated that the skin 
temperature was not diminished. The 
femoral pulses were not palpable. The 
dorsalis pedis was thought to be faintly 
and intermittently palpable to one of us 
(RWF). No BP could be obtained in the 
legs. Oscillometric readings of the thighs 
were negligible. 

A repeat three-phase aortogram made 
on 2-14-54 to confirm diagnosis again 
demonstrated the thrombosis. After con- 
siderable debate, it was decided to per- 
form a right nephrectomy to be followed 
by a unilateral sympathectomy. This 
would be a calculated risk at best, but his 
condition was deteriorating progressively. 
Before he could be scheduled, however, a 
pericardial friction rub was noted on 
2-17-54 coincident with a marked drop in 
blood pressure and complaint of right 
shoulder pain. An EKG was considered 
practically diagnostic of an anterior sep- 
tal infraction. The operation was de- 
ferred, the patient placed in oxygen, given 


anticoagulants, but his condition progres- © 


sively worsened. A large bullous cyst rup- 
tured in his right lung and a hematopneu- 
mothorax resulted. He expired on 3-17-54. 

The autopsy confirmed the clinical 
diagnosis of Leriche’s syndrome. The aor- 
ta was the site of advanced atheromata 
throughout with ulceration and calcifica- 
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tion of the intima. From the level of the 
right renal artery extending down into 
the common iliacs was a well-organized 
thrombus. The right renal artery orfice 
was obliterated by this clot. The right kid- 
ney weighed 80 gm., the left, 210 gm; the 
capsules of both stripped with seme diffi- 
culty and the vessels of the left were quite 
prominent. Histologically, both showed ar- 
teriosclerotic change. The right showed 
marked fibrosis with atrophy of parenchy- 
mal tissues. There was some hyalinazation 
of the glomeruli of the left kidney. 


The heart was enlarged (520 gm.). The 
coronary arteries were sclerosed but 
gave no evidence of a coronary occlusion. 
There was a fibrinous pericarditis. The 
lungs showed partial collapse of the right 
lower lobe, and contained several large 
cyst-like structures. 300cc. of blood- 
stained fluid filled the right pleural cavity. 
The brain showed no gross evidence of 
thrombosis or hemorrhage despite ulcera- 
tion and calcification of the vessels of the 
circle of Willis. 


DISCUSSION 


As a rule the diagnosis of Leriche’s 
syndrome can be suspected in a middle 
aged male with a history of peripheral 
vascular symptoms, with a fairly normal 
skin temperature and color in comparison 
to the leg complaints, globar atrophy of 
the legs, the lack of a stable penile erec- 
tion, and the absence of femoral pulses.’ 
However, in the patient under discussion 
his presenting problem was a severe hy- 
pertension with its complications. This, 
plus the lack of leg complaints and a care- 
less appraisal of the peripheral and fem- 
oral pulses, obscured the etiological diag- 
nosis. The presence of the abdominal aor- 
tic thrombus was discovered inadvertent- 
ly through an intravenous pyelogram done 
as part of a work-up for hypertension. It 
showed a non-functioning right kidney. In 
evaluating the kidney further by arteriog- 
raphy lack of filling of both the abdominal 
aorta and the right renal artery was dem- 
onstrated. Thus, the diagnosis was made 
almost accidentally by a method which 
had previously been urged only to confirm 
the clinical impression or to outline the 
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extent of the thrombus with a view to 
possible surgery’’’’’. 

It was only by pointed questioning ret- 
rospectively that some of the usual symp- 
toms of Leriche’s syndrome were elicited. 
The patient did admit to mild weakness 
of the legs for several years, and for five 
or six years of impotence. He denied back 
pain, a not infrequent complaint in the 
syndrome. Atrophy was difficult to evalu- 
ate because he was extremely thin, Al- 
though there was some faint pulsation in 
the right femoral area (in other patients 
this has been ascribed to the extensive 
collaterals), and the doralis pedal pulses 
were thought to be palpable once or twice, 
the patient was found, also in retrospect, 
to have the absent blood pressure in the 
legs. This is almost always noted with the 
syndrome. Impotence is not universally 
described but the peripheral vascular 
symptoms are. They frequently terminate 
in gangrene of the extremities. 

The absence of filling of the right renal 
artery suggested immediately the possi- 
bility of a Goldblatt kidney secondary to 
Leriche’s syndrome. Hypertension is com- 
monly found in thrombosis of the abdom- 
inal aorta but it has not been emphasized 
as the initial finding. In one series about 
half of the patients were hypertensive", 
although Leriche’* states specifically that 
the blood pressure is most commonly nor- 
mal. Terminal severe hypertension has 
been frequently reported*’*. The hyper- 
tension is usually thought to be part of 
the same generalized vascular disease 
which predisposes to the thrombus forma- 
tion’. In this particular case the question 
was raised whether the hypertension 
might be secondary to the aortic occlusion 
alone, as happens in coarctation of the 
aorta. However, Goldblatt’ has pointed 
out that occlusion of the aorta below the 
renal arteries is not associated with hyper- 
tension experimentally, and Leriche’s syn- 
drome is frequently encountered without 
hypertension. 

The literature suggests the possibility of 
hypertension secondary to extension of 
the thrombus proximally in the aorta so 
that it occludes the orifice of the renal 
arteries**"'. One author referred to the 
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development of a Goldblatt kidney but he 
gave no details‘. Another described the 
pathology but did not relate the hyper- 
tension to the thrombus’. 

Goldblatt’s original experiments with 
dogs pointed out the necessity for con- 
striction of both renal arteries in order 
to achieve a sustained hypertension’, Uni- 
lateral compression caused persistent hy- 
pertension only if the opposite kidney was 
abnormal. In man, however, Abeshouse* 
and Goldblatt* mention the development of 
hypertension after unilateral renal vascu- 
lar occlusion either within the renal ar- 
tery or from an aortic thrombus occluding 
the orifice of the renal artery. Neither au- 
thor presents a specific case of aortic 
thrombus but Abeshouse refers to a pa- 
tient of Ronald and Leslie’s. Goldblatt 
noted that nephrectomy has cured hyper- 
tension of unilateral renal origin (second- 
ary to thrombus or embolus in the renal 
artery). Thus, the original concept that 
only bilateral renal involvement could pro- 
duce persistent hypertension is apparently 
not necessarily true for man'’. Less vas- 
cular disease has occasionally been dem- 
onstrated in the ischemic kidney than in 
the one with an obstructed blood supply®”’. 
This, however, does not seem to be a con- 
stant finding. 

A Goldblatt type of kidney was suspect- 
ed in our patient because of hypertensive 
history of not more than 1-2 years dura- 
tion and because his hypertension was se- 
vere and unresponsive to medical manage- 
ment. Also, an aortic dye study failed on 
two occasions to reveal the right renal ar- 
tery. The post-mortem examination dis- 
closed an atrophic right kidney with its 
renal artery occluded, plus increased vas- 
cular disease in the left kidney as further 
evidence for the renal origin of the hyper- 
tension. It is assumed that the renal ar- 
tery block occurred slowly over a period 
of time, as is usual in the development of 
the thrombus in Leriche’s syndrome. 

Sympathectomy for our patient’s hyper- 
tension was advised by several consult- 
ants but Goldblatt®’ points out experi- 
mentally that “renal” hypertension is not 
helped by sympathectomy and Goodman’’ 
reports its failure clinically. The hyper- 
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tension tends to be severe and rapidly 
progressive. Removal of the kidney might 
have helped the patient** but unfortunate- 
ly his condition deteriorated too rapidly 
to attempt any surgery. 


Surgical treatment of the thrombus of 
the terminal aorta has included removal 
of the thrombosed section of the aorta, 
proximal ligation of the aorta, use of the 
splenic artery as a bypass, replacement of 
the thrombosed segment by a vascular 
graft, and sympathectomy (of various 
types) Leriche has emphasized the 
value of ligating the aorta to prevent ex- 
tension of the clot to the level of the renal 
arteries. Sympathectomy is done chiefly to 
improve collateral circulation and it may 
be combined with the more direct surgical 
approaches. Removal of the thrombosed 
segment of the aorta and replacement by 
a vascular graft is probably the present 
treatment of choice for Leriche’s syn- 
drome’, In the case under discussion 
such a procedure would probably not have 
helped the patient’s chief complaint, his 
hypertension. Furthermore, since he was 
so critically ill and since he had minimal 
leg symptoms, such efforts to improve the 
peripheral circulation did not seem indi- 
cated. 


This patient’s chest complications in- 
cluding the final hemo- and pneumothorax 
from a ruptured pulmonary cyst, had lit- 
tle to do with his primary disease except 
for its influence on his general condition. 
The hemorrhagic pericarditis which sim- 
ulated an infraction both clinically and 
electrocardiographically would also under 
other circumstances be worthy of further 
note. 


In general, thrombosis of the abdominal 
aorta has beer: related to arteriosclerosis 
with the formation of sclerotic plaques’. 
However, in some cases of Leriche’s syn- 
drome the etiological process seems to be 
an active inflammatory aortitis often com- 
plicated by marked reaction about the 
aorta, making surgical treatment difficult. 
In the case under discussion the postmor- 
tem findings were compatible with an ar- 
teriosclerotic origin. 
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SUM MARY 

A case is presented of a fifty year old 
man whose admitting diagnosis was cere- 
bro-vascular accident, secondary to a se- 
vere (malignant type) of hypertension. 
The origin of the hypertension appeared 
to be a Goldblatt kidney; the renal lesion 
was the result of an aortic thrombus 
which obstructed the right renal artery, 
as well as completely occluding the aorta. 
This aortic thrombosis caused fewer peri- 
pheral vascular complaints than are usual 
in Leriche’s syndrome. 
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PLUMMER-VINSON SYNDROME 
Report of Case Treated Surgically 


ALAN IDDLEs, M.D.* 
Wilmington, Del. 


The Plummer-Vinson syndrome is a 
condition characterized by the triad of 
dysphagia, hypochromic anemia, and 
glossitis. The literature on the subject is 
somewhat scanty and is confusing as to 
the etiology and pathogenesis. It is 
claimed by some that the dysphagia is 
primary, and the anemia and glossitis are 
secondary manifestations caused by iron 
and vitamin deficiencies.** Others claim 
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that the iron and vitamin deficiencies are 
primary and that the dysphagia is sec- 
ondary.”*** Concerning the dysphagia, 
some consider this to be caused by an or- 
ganic lesion, a congenital or acquired fold 
or web producing stenosis at or just be- 
low the pharyngo-esophageal junction,’ 
while others attribute the dysphagia to 
a functional spasm similar to achalasia 
of the cardia.? Other frequent findings in 
this syndrome are cheilosis and keratoses, 
caused presumably by vitamin deficiencies, 
and splenomegaly, the cause of which is 
unknown,’ 


It seems likely, after a perusal of the 
literature and after experience with the 
case reported here, that both theories as 
to etiology and pathogenesis and as to the 
nature of the dysphagia are correct, one 
theory correct in some cases and the sec- 
ond theory in others. 


The treatment usually consists of dila- 
tation of the stenosed area via esophago- 
scope and improvement of nutrition with 
an adequate diet supplemented by iron 
and vitamins.” 

The above brief discussion will suffice 
to point out the disagreement as to the 
nature of this syndrome, a disagreement 
which cannot be resolved by further dis- 
cussion in the present limited state of our 
knowledge. The primary purpose of this 
paper is to report a case of the Plummer- 
Vinson syndrome successfully treated by 
surgery, in which the dysphagia was al- 
most certainly caused by a functional 
spasm at, and for a short distance below, 
the pharyngo-esophageal junction. The 
author has been unable to find a report 
in the literature of another case treated 
in this fashion. 


CASE REPORT 

C. S., Hospital #+101,473, a 43 year old 
white married female was admitted to the 
Memorial Hospital on July 10, 1953 with 
the chief complaint of progressive diffi- 
culty in swallowing for 15 years. Prior 
to this admission she had been seen sev- 
eral times as an outpatient and had had a 
brief admission for esophagoscopy. At the 
time of the present admission she had ex- 
treme difficulty in swallowing anything 
except liquids. Even when she drank water 
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she would have to swallow two or three 
times in order to get down one small 
mouthful. She could eat soft foods if she 
chewed them thoroughly and swallowed 
them in small amounts, although there 
were times when she was unable to swal- 
low any solid food at all. There was no 
history of weight loss, since she spent a 
great deal of time in eating, in order to 
ingest sufficient calories. There was no 
history of ingesting any caustic substance. 
She had sought medical advice previously, 
when the dysphagia was not so severe and 
was told that her swallowing difficulty 
was caused by a goiter. She stated that 
she tended to be “nervous”, excitable, 
easily upset, and anxious. She gave a his- 
tory of soreness of the tongue, almost con- 
stantly for 15 years, with particular irri- 
tation by any spicy food or alcohol. 

Past history revealed that for 15-20 
years, she had supposedly had pernicious 
anemia, and a gastric analysis a number 
of years ago was said to show anacidity. 
She was treated for years with liver in- 
jections and more recently with vitamin 
B'* three times per week, but had had no 
treatment for two months prior to admis- 
sion. Two years ago she had multiple 
transfusions and a D & C because of men- 
orrhagia with anemia. She has had no 
menses since that time. 


Social history revealed that the pa- 
tient’s husband has been in a mental insti- 
tution for 18 years as a result of an acci- 
dental injury, and that the patient has 
therefore had the burden of supporting 
and raising their two children. 


Examination disclosed a slender, intel- 
ligent white female, in no distress, but 
with an anxious facies. The tongue was 
smooth, with atrophic papillae and slight 
reddening. There was a questionable en- 
largement of the thyroid isthmus, but 
definitely no enlargement of sufficient de- 
gree to cause pressure on the trachea or 
esophagus. There were no keratoses, 
cheilosis or splenomegaly. The cardiovas- 
cular system was essentially normal, as 
was the remainder of the physical exam- 
ination. 

Various investigations disclosed the 
following: 

1 Hemoglobin 85 gm.; RBC 
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3,280,000, Several other blood counts 
showed a similar hypochromic anemia. 
The bone marrow was essentially normal. 
There was thus no evidence of pernicious 
anemia. 

2. Esophagoscopy (done June 14, 
1953 on a brief previous admission) 
showed a practically complete annular 
stenosis of the esophagus just below the 
level of the cricoid. A probe or dilator 
could not be passed. 

3. Barium swallow (done April 24, 
1953 as an outpatient) showed a moder- 
ately severe benign stenosis of the upper 
cervical esophagus just below the hypo- 
pharynx, about three cm. long and three 
mm. wide at its narrowest point. There 
was no evidence of an obstructing fold or 
web. 

On the basis of the above studies and 
the triad of dysphagia, glossitis and hypo- 
chromic anemia, a diagnosis of Plummer- 
Vinson syndrome was made. It was not 
known for certain preoperatively whether 
the esophageal stenosis was due to an or- 
ganic lesion or represented a functional 
spasm, although the latter was considered 
the more likely, and there were certainly 
enough emotional problems in her life to 
make a psychically conditioned illness pos- 
sible. Because of the severe dysphagia 
and inability to perform dilatation through 
an esophagoscope, it was decided to ex- 
plore the cervical esophagus. Blood trans- 
fusions, in the amount of 1000 c.c. were 
given preoperatively to correct the ane- 
mia. 


OPERATION 

On July 13, 1953, after preliminary 
tracheostomy to provide an airway for 
anesthesia, the cervical esophagus was ap- 
proached from the left side, with skin 
flaps formed so that an esophagoplasty 
could be done if it should be necessary to 
resect a portion of the cervical esophagus. 
There was no enlargement of the thyroid, 
but a small nodule in the lower pole of the 
left lobe was removed for biopsy and was 
reported as showing Hashimoto’s disease. 
The entire cervical esophagus and lower 
pharynx were exposed and appeared to be 
of normal caliber. Careful inspection and 
palpation failed to reveal any evidence of 
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narrowing. There were no thickening or 
induration, no evident scar formation and 
intraluminal abnormality palpable. It was 
concluded that the dysfunction was on the 
basis of a functional spasm, which had 
completely disappeared under the influ- 
ence of anesthesia, although an intralum- 
inal lesion could not be ruled out abso- 
lutely, since the interior of the esophagus 
was not visible. It would have been valu- 
able to perform an esophagoscopy at this 
time, but unfortunately the services of an 
endoscopist were not available at that 
moment. 

In order to prevent esophageal narrow- 
ing from muscle spasm, on the left lateral 
aspect of the pharynx and esophagus, the 
lower fibers of the inferior pharyngeal 
constrictor muscle, the cricopharyngeus 
muscle and the upper fibers of the esopha- 
geal muscles were divided down to the 
mucosa by a longitudinal incision three 
cm. long. This maneuver is similar to the 
myotomy performed in the Ramstedt py- 
loroplasty, or that sometimes performed 
across the esophago-cardiac junction for 
achalasia, and should prevent further 
spasm by interrupting the continuity of 
the musculature. A #+24F male urethral 
catheter was inserted through the nose 
and down the esophagus beyond the point 
of muscle division for postoperative feed- 
ing purposes. The wound was closed and 
the patient was removed from the oper- 
ating room in good condition. 


On the first postoperative day the pa- 
tient retained liquids through the feeding 
tube. On the second day the tube was re- 
moved and the patient was able to swal- 
low liquids without difficulty. By the 7th 
day the patient was eating a full diet 
without difficulty and with much relish for 
the first time in many years. Supplements 
of iron and vitamins were given to correct 
any existing deficiencies. A barium swal- 
low on July 22 (9th day) showed improve- 
ment over the preoperative appearance, 
with a lumen about one centimeter in di- 
ameter being demonstrated at the site of 
previous stenosis. The patient was dis- 
charged on July 23 (10th day) to be fol- 
lowed as an outpatient. She was in- 
structed to take iron and vitamins at 
home. 
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Follow-up barium swallow on June 28, 
1954, almost one year after operation, 
disclosed an adequate esophageal lumen 
with no indication of the stenosis demon- 
strated in April 1953. On June 29, 1954 
a blood count showed hemoglobin 13 gm. 
and RBC 4,490,000. The patient remains 
asymptomatic as far as swallowing is con- 
cerned, but her “nervousness” is still 
present. 


It remains to be seen whether the op- 
eration will eventuate in an esophageal di- 
verticulum in this patient. 


SUM MARY 
1. The controversy regarding the eti- 
ology and pathogenesis of the Plummer- 
Vinson syndrome (the triad of dysphagia, 
glossitis and hypochromic anemia) has 
been briefly discussed. 


2. The usual method of treatment is 
esophageal dilatation, adequate diet, and 
supplements of iron and vitamins. 


3. A case is presented in which the 
stenosis of the upper cervical esophagus 
was so marked that endoscopic dilatation 
was impossible, and dysphagia was so se- 
vere as to preclude adequate oral intake. 
The stenosis was found to be caused by 
muscle spasm, an achalasia like that seen 
at the esophago-cardiac junction. 


4. Successful surgical treatment was 
accomplished by a left lateral myotomy of 
the lower pharynx and upper esophagus 
similar to a Ramstedt pyloroplasty. 


5. Follow-up one year after operation 
reveals complete absence of dysphagia, 
correction of the anemia, and an adequate 
esophageal lumen demonstrated by barium 
swallow. 


6. The possibility of an eventual 
esophageal diverticulum as a result of the 
myotomy must be kept in mind. 
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INTRAMUSCULAR TRYPSIN 
Its Effect in 83 Patients With 


Acute Inflammatory Disorders 


HAROLD T. GOLDEN, M.D., 
Herkimer, N.Y. 


The recent introduction of trypsin into 
clinical use has made available to the 
physician a long-sought easy and rapid 
treatment for the management of local 
inflammation and associated edema. 
Trypsin has been used topically in various 
types of wounds to debride necrotic tis- 
sues by proteolytic action, and thus pro- 
mote healing.’ Solutions of trypsin have 
been injected into closed cavities* to lyse 
viscous exudates, and inhalations of tryp- 
sin’ have been used to liquefy tenacious 
mucus. 


Being aware of the proteolytic effects 
of trypsin, Innerfield et al‘ attempted to 
utilize this function to break down blood 
clots. They used high dose levels by the 
intravenous route experimentally in ani- 
mals and clinically in humans. They ob- 
served that the swelling, pain, and other 
signs and symptoms of thrombophlebitis 
subsided rapidly on trypsin therapy, well 
before the clot subsided. These observa- 
tions were confirmed by Laufman and 
Roach’ who, in a controlled series, com- 
pared anticoagulant treatment with tryp- 
sin treatment of thrombophlebitis. They 
found that the inflammatory symptoms 
abated in one-half the time or less on tryp- 
sin as compared to anticoagulants, but the 
veins remained palpable for as long after 
trypsin thereapy as after the use of anti- 
coagulants. 


Continued studies* demonstrated that 
considerably smaller doses, as low as 10 
mgm. intravenously; were as effective as 
the high doses previously reported‘. In 
the course of these studies a preparation 
of trypsin in sesame oil was first tried by 
the intramuscular route. Good to spec- 
tacular subsidence of inflammatory symp- 
toms was reported. 


It is the purpose of this report to pre- 
sent clinical data and observations con- 
firming the safety and efficacy of intra- 
muscular trypsin in the treatment of a 
wide variety of acute inflammatory dis- 
orders. 
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inflammatory Conditions Treated with Intramuscular Trypsin 


TABLE | 


Humber 


Number 
of 


Cases 


Average No. 
o 
Injections 


Comments 


Herpes zoster 


2 2,3 


Pain gone in 8 hours. Lesions 
rapidly involuted. 


Psoriasis 


“~ 


5,12,10 


2 eases with inflammatory 
lesions had complete disap- 
pearance of inflammation in 5 
days. No effect on psoriatic 
lesions. 


Atopic dermatitis 


Rapid healing without topical 


applications. 


Sycosis barbae 


Healed on 6th day. 


Folliculitis with 
cellulitis 


A severe case. All lesions 


healed on 8th day. 


Varicose eczema 


2 years duration. Healed in 15 
days, disappearance of associ- 
ated superficial thrombus. 


Cellulitis 


All healed in less than 1 week 
without local treatment or an- 
tibiotics. 


Carbuncle 


Fever absent in 12-36 hours— 
no incisions made. Necrotic 
areas lysed in 3-6 days. 


~Furuncle (single 
and multiple) 


Rapid disappearance of rubor 
and induration. No incisions. 
serene instead of thick exu- 
ate. 


“Tenosynovitis— 


Afebrile in 24 hours. Late in- 

cision and drainage on 3rd 

q2y, serous consistency to exu- 
ate. 


Abscess of finger 


Incised on second day, after 
disappearance of pain and 
rubor. 


“Hand infection (cellu- 
litis) 


Rapid relief — 1 day. 


Palmar abscess 


Incision delayed for 2 days — 
relief of pain in 18 hours (be- 
fore incision). 


Peritonsillar abscess 


Disappearance of pain and 
fever and part of edema in 24 
hours. Never drained. Healed 
on 5th day. 


Perialveolar abscess 


Persistent swelling of jaw of 
6 days’ duration disappeared 
24 hours after trypsin. 


Axillary lymphadenitis 


Incisions delayed until third 
day when exudate was mark- 
edly thinned. No pain 10 hours 
after trypsin. 


Acute inguinal 
_lymphadenitis 


A large gland disappeared in 
5 days without incision. 


Chronic pyelitis 


No improvement. 


Acute thrombophlebitis 


All afebrile in 12-24 hours 
with disappearance of pain in 
same period. Disappearance of 
induration in 4 to 12 days. _ 


Acute monoarticular 
arthritis 


Rapid (1 day) subsidence nce of 
acute signs after failure with 
three intra-articular injections 
of hydrocortisone. 


Acute subdeltoid 
bursitis 


4 §,2,3,1 


All acute symptons were usual- 
ly gone in 12-18 hours. Dra- 
matic relief. 
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TABLE | 
Inflammatory Conditions Treated with Intramuscular Trypsin 
Number Number Average No. 
Disease of of of Comments 
Cases Injections Injections 
Chronic suppurative 1 12 12 Thinning of exudate with com- 
olecranon bursitis plete healing. 

Acute bronchitis 10 1,3,5,2,6,7, 3 Expectorants withheld. ming 

1,2,2,1 toms all abated more rapidly 
than with previous treatment 
with expectorants and antibi- 
otics. 

Chronic bronchitis 2 3,10 6 Liquefaction of sputum, rapid 
diminution in cough frequency 
in both cases. 

Acute bronchial 8 1,1,1,1,2, 1 Dramatic improvement—slow- 

asthma 3,1 er relief from paroxysm than 
with epinephrine — but perm- 
anent and no side effects. 

Chronic bronchial 14 3,3,3,12,5,6, 7 All cases improved slowly over 

asthma 9,2,22,4,12, a period of 5 to 15 days on 
4,12, single daily injections. Lessen- 
ing of cough and orthopnea, 

thinned secretions. 

Cough following 1 2 2 Still had excessive cough after 

atypical pneumonia antibiotics. Practically disap- 
peared after first injection of 
trypsin. 

Acute conjunctivitis 1 2 2 A severe case — asymptomatic 
in two days. 

Iritis 1 5 5 Improved in one day, healed 
in five days. 

Otitis media 1 3 3 No change. 


MATERIALS AND PROCEDURE 


Parenzyme’*, a suspension of crystalline 
trypsin in sesame oil, each cc. containing 
5 mgm. of trypsin, was used by the intra- 
muscular route in this study. The dosage 
employed was the same in all cases 
treated: 2.5 mgm. of trypsin or 0.5 cc, of 
the suspension per injection given deep 
into the buttocks. The usual course of 
treatment consisted of daily injections for 
four days, followed by one or two injec- 
tions a week, or as needed. 


Eighty-three patients were selected for 
this study because of definite evidences of 
acute inflammation. The disease processes 
manifesting acute inflammation in these 
patients are varied, and are listed in Table 


In order to determine whether or not 
this Parenzyme treatment had any effect 
on the blood, prothrombin determinations 
by the Quick method and coagulation 


* Parenzyme: Medical Research Department, National 
Drug Company, Philadelphia. 


times by the Lee-White method were done 
in the first 20 patients treated. No sign- 
nificant changes from normal were ob- 
served. Repeated complete blood counts 
revealed no alterations. 


RESULTS 


The results are tabulated according to 
diagnoses, of which there are 30, all with 
inflammation as a major complication. 


In the dermatologic conditions, it 
should be noted that only those with an 
inflammatory component are _ included, 
and that in psoriasis, for example, the 
lesions were not changed though the in- 
flammatory process subsided. 


One arthritic patient is reported whose 
acute joint symptons had not responded 
to intra-articular hydrocortisone. Several 
other arthritics, who were not in acute 
exacerbation, did not respond as well to 
Parenzyme as to other treatments. 
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The bronchitis and bronchial asthma 
patients remarked particularly on the 
duration of the relief obtained, which 
ranged from partial to complete. 


The results in bursitis have been so 
gratifying that a larger series is now be- 
ing accumulated and will be reported at 
a later date. 


SIDE EFFECTS 


Pain of short duration and some indur- 
ation at the site of injection have been 
the only reactions observed and found to 
occur in about one-third of the patients. 
In some instances these reactions re- 
sembled local allergic manifestations, and 
usually occurred after 4-5 injections, most 
frequently when the injections were 
spaced at weekly intervals. In a majority 
of cases, repeated injections resulted in 
the reduction of these allergic manifesta- 
tions. Only a few patients demonstrated 
an immediate local reaction, and in each 
of these instances the patient gave a his- 
tory of drug sensitivity, usually to peni- 
cillin. It was considered advisable to dis- 
continue trypsin therapy in one patient 
because of inability to control the local re- 
actions. 


DISCUSSION 


In each case the number of injections 
reflects the speed at which the condition 
resolved. Definite improvement could be 
seen by the third day in every case in 
which Parenzyme was helpful. Those 
cases where infection was present were 
treated with penicillin, and trypsin was 
added as adjuvant therapy. The speed at 
which the patients improved with the ad- 
dition of Parenzyme was so much greater 
than with penicillin alone, it was felt the 
antibiotic did not contribute to the rate 
of recovery of the inflammation. In some 
cases, penicillin was withheld without in- 
fluencing the results; however, no sug- 
gestion is made that the trypsin has an 
antibacterial effect. 


Of the 83 patients included in this 
study, only 2 can be classed as treatment 
failures: one case of chronic pyelitis and 
one case of otitis media. In contrast to 
the observations of Laufman and Roach’, 
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the clots seemed to disappear more rapidly 
in the 8 cases of acute thrombophlebitis 
in this series as compared to cases treated 
in the conventional manner prior to the 
advent of Parenzyme. The most striking 
and impressive clinical effect is the rapid 
subsidence of inflammation and pain to 
permit early ambulation. These observa- 
tions are more in accord with those sug- 
gested by Fisher and Wilensky’ following 
their use of intramuscular trypsin. 


Quick subsidence of inflammation and 
pain is most important in order to return 
the patient to full activity. In this group 
of 83 patients, the response to Parenzyme 
therapy manifested by the rate of re- 
covery, particularly the relief of pain, was 
impressive when compared to previous ex- 
periences with similar cases. 


SUMMARY 


1. Parenzyme, a suspension of crys- 
talline trypsin in sesame oil, was used in 
83 patients with inflammatory states. 


2. Only two of the 83 cases can be 
classed as treatment failures. 


3. Side effects consisted of pain and 
induration at the site of injection in about 
a third of the patients, necessitating with- 
drawal of the drug from one patient. 


4. There was a striking anti-inflam- 
matory effect and a rapid return of the 
patients to full productive activity. 
ADDENDUM: Since the completion of this 
paper, more than two hundred cases have 
been given over a thousand injections. The 
results are substantially as reported here. 
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BOOK REVIEWS 


A MANUAL OF TROPICAL MEDICINE. By 

Thomas T. Mackie, M.D., Colonel, M.C., 

A.U.S. George W. Hunter, III, 

Ph.D., Colonel, M.S.C., U.S.A., C. Brooke 

Worth, M.D., Rockefeller Foundation. Sec- 

ond edition. Pp. 907, with 304 illustrations, 

7 in color. Cloth. Price, $12.00. Philadelphia: 

W. B. Saunders Company, 1954. 

This is an excellently compiled text on 
tropical diseases and _ tropical public 
health. 

All essential information is condensed 
so that it can be made easily available to 
the armed forces, the clinician, the field 
worker, and the student of tropical medi- 
cine. As a matter of fact, world-wide air 
travel makes the material in this book of 
everyday use to the physician in all cli- 
mates. 

Bibliography has been omitted because 
of limited space, but this is not actually 
needed when one glances at the large num- 
ber of expert collaborators who have con- 
tributed to this volume. 

There are twelve sections, eight of them 
covering virus, rickettsial, spirochetal, 
bacterial, mycotic, protozoal, helminthic, 
and nutritional diseases. Section IX de- 
scribes miscellaneous conditions, includ- 
ing effects of heat and certain medically 
important animals; Sections X and XI 
cover medically important molluscs and 
arthropods, and Section XII describes 
practical laboratory diagnostic methods. 
The illustrations, charts and photographs 
add greatly to the clinical usefulness of 
this text book. This manual is highly rec- 
ommended to every physician. 


PERIPHERAL CIRCULATION IN MAN. Edited 
for the Ciba Foundation, by G. E. W. 
Wolstenholme, M.B., B.Ch. and Jessie 5S. 

Freeman, M.B., D.P.H., assisted by Joan 

Etherington. Pp. 219, with 72 illustrations. 

Cloth. Price, $6.00. Boston: Little, Brown 

and Company, 1954. 

This book covers the proceedings of a 
symposium on Peripheral Circulation in 
Man which was held in London, May 11- 
13, 1953. Scientists from many centers 
participated. 

The papers and the extensive discus- 
sions which follow cover the methods for 
studying blood flow, the changes in cir- 
culation due to exposure to cold or heat, 
the actions of adrenaline and noradrena- 
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line on blood flow, the neurohistology and 
reflex control of the circulation and the 
effects of sympathectomy, the significance 
of cold agglutinins, and the influence of 
visceral activity on the peripheral circula- 
tion. 

Physiologists will find this small volume 
very informative, since the physiology of 
the various phases of human circulation 
are primarily discussed. This is definitely 
not a book for the general physician un- 
less he has a particular interest in peri- 
pheral circulation. 


The treatment of active pulmonary tu- 
berculosis is bed-rest fortified by anti- 
microbial medication, primarily dihydro- 
streptomycin and PAS. Eli H. Rubin, M.D., 
Annals of Int. Med., March, 1954. 


CARLETON C. FOOKS, M.D. 


Dr. Carleton C. Fooks, of Milford, died 
in the Milford Memorial Hospital on Sep- 
tember 14, 1954 after a short illness. He 
was 64. 

Dr. Fooks was born in Georgetown, son 
of the late Robert and Mary Cannon 
Fooks. He was graduated from the 
Georgetown High School, Mercersberg 
Academy in Pennsylvania, and University 
of Virginia, where he obtained his B.S. 
degree in chemistry. For several years he 
was associated with the American Smelt- 
ing and Refining Co. at Perth Amboy, 
N. J., in the chemistry division. 

In 1927 he obtained his medical degree 
at Jefferson Medical College, Philadelphia, 
and began his practice in Frankford, Del., 
moving several years ago to Milford. 

He was a member of St. Paul’s Episco- 
pal Church, Georgetown; Franklin Lodge 
No. 12, A. F. & A. M., and of Hope Chap- 
ter No. 7, Royal Arch Masons. 

Surviving are his wife, the former 
Corinne Goodwin, and one daughter, Mrs. 
Robert Redden, wife of Lt. Robert Redden 
of Fort Bliss, Texas. 
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MORE DOCTORS FOR AMERICA 


Critics of the medical profession who 
have been wildly claiming an alleged short- 
age of doctors and a scarcity of teaching 
facilities will find no comfort in the latest 
annual report on medical education in the 
United States. 


That report, by the American Medical 
Association, tells a heartening story of 
continued progress and expansion to pro- 
duce an ever-increasing supply of well- 
trained physicians dedicated to the wel- 
fare of their patients. Among the high- 
lights : 

—The number of doctors is at a 
record low ratio of one for every 730 per- 
sons, a proportion exceeded only by Israel, 
which has an abnormal number of refugee 
physicians. 


—The nation’s medical schools 
have record total enrollments and gradu- 
ating classes and the largest freshman 
class. 


—Ten new four-year medical 
schools are scheduled to begin operation 
within the next five to six years, and three 
more are under consideration. 


The expansion bears out the opinion of 
many medical education experts that the 
big problem in the near future may be a 
shortage of well-qualified applicants rather 
than a shortage of teaching facilities. 


Young people will be interested that 
only 21 per cent of the freshmen entering 
medical school last fall had “A” averages 
in their pre-medical studies, 69 per cent 
had “B” averages, and 10 per cent had 
“C” averages. 


In other words, they don’t have to be 
“grinds,” bookworms or Phi Beta Kappas 
to get into medical school. Most young 
people who have the character and a sin- 
cere desire to serve their fellowmen as 
physicians have an excellent chance of en- 
tering medical school. 


VALE ET AVE 


Come next December this editor will 
have been at this desk 39 years. During 
this tenure, the longest of any state medi- 
cal editor in the United States, we have 
had to deal with only two printing firms. 
When we succeeded the late Dr. Albert 
Robin in 1916, The Journal was being 
printed by the Star Publishing Company. 
This continued till 1923, when Cann 
Brothers and Kindig became the printer, 
and continued till that firm dissolved in 
1931. The Journal then went back to the 
Star Publishing Company and remained 
there till that company abandoned its job 
printing department last month. 


So, with this issue we come to you from 
the press of William N. Cann, Incorpor- 
ated, Wilmington, the lowest bidder. Mr. 
Cann’s previous successful experience of 
eight years with this medical publication 
is our guarantee that it will appear well 
done and on time. 


Vale Star et Ave Cann. 
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(1) Ascending colon filled. 

(2) ene mass propelled through 
transverse colon. 

(3) Propulsive force follows mass through 
descending colon. 

(4) Pelvic colon reservoir filled. 
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Roentgenographic pattern of colon mass propulsion:' 


Reestablishing Bowel Reflexes with Metamucil® 


Nervous fatigue, tension, injudicious diet, failure to 
establish regularity, too little exercise, excessive use of 
cathartics—all factors which contribute to constipation.’ 


Sufficient bulk and sufficient fluid form the 
basic rationale of treatment of constipation with 
Metamucil. 

Metamucil (the mucilloid of Plantago ovata) 
produces a bland, smooth bulk when mixed 
with the intestinal contents. This bulk, through 
its mass alone, stimulates the peristaltic reflex 
and thus initiates the desire to evacuate, even in 
patients in whom postoperative hesitancy exists. 


Factors Contributing to Chronic Constipation 


Such gentle stimulation is of distinct advantage 
in reeducating and reestablishing those reflexes 
which control bowel evacuation. Many factors 
may pervert the normal reflexes, causing finally 
chronic constipation. Among them are: nervous 
fatigue and tension, improper intake of fluid, 
improper dietary habits, failure to respond to 
the call to stool, lack of physical exercise and 
abuse of the intestinal tract through excessive 
use of laxatives.? 

Correction of constipation , there- 


fore, lies in the suitable adjustment of these fac- 
tors. The characteristics of Metamucil permit 
the correction of most of these factors: it pro- 
vides bulk ; it demands adequate intake of fluids 
(one glass with Metamucil powder, one glass 


after each dose) ; it increases the physiologic de- 
mand to evacuate; and it does not establish a 
laxative “habit.”” Metamucil, in addition, is in- 
ert, and also nonirritating and nonallergenic. 


Dosage Considerations 


The average adult dose is one rounded tea- 
spoonful of Metamucil powder in a glass of 
cool water, milk or fruit juice, followed by an 
additional glass of fluid if indicated. 
Metamucil is the highly refined mucilloid of 
Plantago ovata (50%), a seed of the psyllium 
group, combined with dextrose (50°) as a dis- 
persing agent. It is supplied in containers of 4, 
8 and 16 ounces. Metamucil is accepted by the 
Council on Pharmacy and Chemistry of the 
American Medical Association. G. D. Searle 
& Co., Research in the Service of Medicine. 


1. Best, C. H., and Taylor, N. B.: The Physiolog- 
ical Basis of Medical Practice: A Text in Applied 
Physiology, ed. 5, Baltimore, The Williams & Wil- 
kins Company, 1950, pp. 579-583. 

2. Bargen, J. A.: A Method of Improving Func- 


tion of the Bowel, Gastroenterology /3:275 (Oct.) 
1949. 
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about 


46 CALORIES 


per 18 gram slice 


ARISTOCRAT IN ITS FIELD 


Audivox, successor to Western Electric Hearing Aid 
Division, brings the boon of better hearing to 
thousands. 

These are the Audivex Hearing Aid Dealers who 
serve you in Wilmington. Avudivox dealers are 
chosen for their competence and their interest in 
your patients’ hearing problems. 


WHEAT, WHOLE WHEAT AND FLAKED OR 
ROLLED WHEAT FLOURS, YEAST, MOLASSES, mh 

SALT, HONEY, MALT, CARAMEL, SESAME SEED, BALTIMORE, MARYLAND — Audiphone Company, 205 
RYE, OATMEAL, SOYA, GLUTEN AND BARLEY , — 
INCLUDING CARROT, SPINACH, KELP, LETTUCE, 
PUMPKIN, CABBAGE, CELERY AND PARSLEY. 
CALCIUM PROPIONATE ADDED TO 


RETARD SPOILAGE. 


Baked exclusively FOR YOU by iVOxX 


Under License By Notional Bakers Services, inc., Chicago 


EVERYTHING NEW IN DRUGS 


FOR DOCTORS ONLY! 


61380 


6-1380 is Brittingham's unlisted telephone number for 
the use of doctors only . . . Phone your prescriptions to 
us and we will deliver them by fast motorcycle to any 
point in the city or suburbs . . . No charge, of course! 


BRITTINGHAM’S 


PHARMACY 


MEDICAL ARTS BUILDING DELAWARE TRUST BUILDING 
FAIRFAX SHOPPES EDGEMOOR 
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Only a long tradition of breeding and cross- 
breeding for beauty, size, and color can 


produce a flower aristocrat. 


Only audivox in the hearing aid field can trace an an- 
cestry that includes both Western Electric and Bell Tele- 
phone Laboratories. audivox lineage springs from 
the pioneer experiments of Dr. Alexander Graham Beil, 
which were furthered by the development of the hearing 
aid at Bell Telephone Laboratories, and in turn, brought 
to fruition by Western Electric and audivox engineers. 


Distinctly an aristocrat in its field, audivox , successor 
to Western Electric Hearing Aid Division, brings the boon 
of better hearing, and its enrichment of living, to thou- 
sands. With the magical modern transistor, with scientific 
hearing measurement and scientific instrument-fitting, 
serviced by a nationwide network of professionally- 
skilled dealers, audivox moves forward today in a 
proud tradition. 


TO THE DOCTOR: If you use or need an audiometer 
there is in every major city from coast to coast 
a career Audivox dealer, chosen for his integrity 
and ability, who will be glad to show you why 
an Audivox audiometer will serve you best. 
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Successor to EFECITIC Wearing Aid Division 
123 Worcester $t., Boston, Mass. 
The Aristocrat of Audiometers 
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ideal milk 


| 


fér every, infant 


4, 


LIGHT and dark Karo 
are interchangeable in 


Corn Products Refining Company formulas; both yield 60 


37 Battery Place, New York 4. N.Y. calories per tablespoon. 
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induction of sieep 


one of the 44 uses 


for short-acting 


To produce gentle, restful sleep—or in any of 
more than 44 clinical uses—you’ll find that short- 
acting NEMBUTAL offers these advantages: 


1. Short-acting NEMBUTAL (Pentobarbital, Abbott) 
can produce any desired degree of cerebral depres- 
sion—from mild sedation to deep hypnosis. 


2. The dosage required is small—only about one- 
half that of many other barbiturates. 


DELAWARE STATE MEDICAL JOURNAL 


Nemb u tal 


3. Hence, there’s less drug to be inactivated, shorter 
duration of effect, wide margin of safety and little 
tendency toward morning-after hangover. 


4. In equal oral doses, no other barbiturate com- 
bines quicker, briefer, more profound effect. 


Sound reasons why—after 24 years’ use—more 
barbiturate prescriptions call for NEMBUTAL. How 


many of short-acting NEMBUTAL’S 
44 uses have you prescribed? Obbott 
1 185 
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ECKERD’S Baynard Optical 
DRU 
G STORES C ompany 

COMPLETE 

DRUG SERVICE Prescription Opticians 

FOR 
We Specialize in Making 
PHYSICIAN - PATIENT Spectacles and Lenses 
BIOLOGICALS According to Eye Physicians’ 
PHARMACEUTICALS — 


HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 


TRUSSES 
513 Market Street 723 Market Street 5TH AND MARKET STS. 
900 Orange Street Manor Park WILMINGTON. DELAWARE 


WILMINGTON, DELAWARE 


Inililutional Supplier 


Of Fine Foods & SONS 


COFFEE ‘TEAS Physic 
FLAVORING EXTRACTS — 


PHONE 4-8818 


L. H. Parke Company 
Philadelphia - Pittsburgh 
7746 Dungan Rd., Phila. 11, Pa. 


801 N. Union Street 


Wilmington, Delaware 
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We maintain 
prompt city-wide 
delivery service 
for prescriptions. 


CAPPEAU’S 


Drug Store of Service 


DELAWARE AVE. at DUPONT ST. 
Dial 6-8537 


Physicians’ and Surgeons’ 
PROFESSIONAL 


Liability Insurance 


Provides Complete Malpractice Protection, 
Avoids Unpleasant Situations By Immediate 
Thorough Investigation And Saves You The 
High Costs Of Litigation. 


The Only Plan Which Is Officially Sponsored 
By Your Local Medical Society 


The New Castile County Medical Society 
The Kent County Medical Society 
The Sussex County Medical Society 


WRITE OR PHONE 


J. A. Montgomery, Inc. 
DuPont Bldg. 10th & Orange Sts. 
87 Years of Dependable Service 
Phone Wilmington 8-6471 


If it’s insurable we can insure it 


omething NEW 
is Cooking 


MORE INSURANCE NOW AVAILABLE 


@ HOW THESE AMOUNTS 
LP IN PAYING IN 
KILLED... 


WOUL 
CASE YOU ARE ACCIDENTAL 


SPECIFIC BENEFITS aso ror Loss oF 


OF LIMBS FROM ACCIDENTAL INJURY 


HOSPITAL INSURANCE also for our Members = 
and their Families 


$4,000,000 Assets | 
$20,000,000 Claims Paid : 
52 Years Old 


Physicians Casualty & Health Ass’ns. 
Omaha 2, Nebraska 
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IN continuing and repeated impartial 
scientific tests, smoke from the new 
KENT consistently proves to have much 
less nicotine and tar than smoke from 
any other filter cigarette-—old or new. 

The reason is KENT’s exclusive Mi- 
cronite Filter. 

This new filter is made of a filtering 
material so efficient it has been used to 
purify the air in atomic energy plants 
of microscopic impurities. 

Adapted for use as a cigarette filter, 


it removes nicotine and tar particles as 
small as 2/10 of a micron. 


And yet KENT’s Micronite Filter, 
which removes a greater percentage of 
nicotine and tar than any other filter 
cigarette, lets through the full flavor of 
KENT’s fine tobaccos. 


Because so much evidence indicates 
KENT is the most effective filter-tip 
cigarette, shouldn’t it be the choice of 
those who want the minimum of nico- 
tine and tar in their cigarette smoke? 


Kea nT with the exclusive Micronite Filter 


“KENT” AND “MICRONITE” ARE REGISTERED TRADEMARKS OF P, LORILLARD COMPANY 
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FRAIM’S DAIRIES 


Duality Daiiy Producls 
Since 1900 


OLDEN GUERNSEY MILK 


Wilmington, Del. Phone 6-8225 


Store for... 
Duality Minded Folks 
Whe he Thiifl Conscious 


LEIBOWITZ’S 
224-226 Market Street 
Wilmington, Delaware 


George T. Tobin & Son 


BUTCHERS 


NEW CASTLE, DELAWARE 
Phone N. C. 3411 


To keep 

your car running 
Better-Longer 
use the 

dependable friendly 
Services you find at 
your neighborhood 


Station 


DIAMOND 


Keep the roses 
in their cheeks 
all winter long 


HOMOGENIZE 
VITAMIN D 
MILK 


Look for the Sealtest trademark 
and the red tile pattern 
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Enjoy instant, plentiful hot water 


For downright convenience, With an Automatic Gas 
comfort and health of your 


family — you should have WATER HEATER 
an ample, reliable supply 
of hot water! With an Auto- 
matic Gas Water Heater in 
your Home, you're sure of 
all the hot water you want, 
when you want it. For light- 
ening household tasks, 
bathing, cleaning, dish- 
washing, laundering and 
many other uses. Besides, you save time and 
worry, for you're sure of constant water tempera- 
tures at low cost. Arrange for the installation of 
an Automatic Gas Water Heater in your home now. 
Ask your Plumber, or stop in to see us. 


DELAWARE POWER € LIGHT CO. 
"Tle Apyproccates Sorrice” 


CREAM 
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Lasting quality 
throughout the years 
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MONTHS 
012345678 9101112 


‘ 
Mean height and : 
weight curves for & “3 
babies fed Lactum: | gam 
compared with = mm 4 
lowa growth stand- 
ards* 
Standards’ — 01234567 8 9101112 or 
AGE MONTHS 


“on 


AMPLE PROTEIN 
FOR 


OPTIMAL GROWTH 


Essential to the NEW BASIC CONCEPT in infant feeding 


Accumulating clinical studies are convincing evi- 
dence of the infant's need for generous amounts of 
protein for optimal tissue and motor development.'? 


Lactum supplies 16% of its calories as protein, 
providing an ample margin of safety over the Recom- 
mended Daily Allowance for infants. A typical 24- 
hour Lactum feeding for a 10-pound infant provides 
20 Gm. of protein—25% more than the National 
Research Council's Recommended Daily Allow- 
ance.* Babies fed Lactum® consistently show out- 
standing height-weight ratios (see charts). 


The generous amounts of natural milk protein in 
Lactum contribute to an excellent level of satiety. 
Infants tend to have better dispositions and sleep 
well. Night feedings usually can be discontinued 


MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U.S.A. 


As an added safety factor, Lactum contains suf- 
ficient added carbohydrate (Dextri-Maltose®) to 
spare protein and permit efficient fat metabolism.'* 


The natural nutrients of the whole milk in Lactum 
are not manipulated in any manner. Nothing is sub- 
stituted. All vitamins and minerals are retained in 
optimal amounts. And Lactum formulas supply 
twice as much vitamin B, as breast milk. 


Lactum feedings are easy to prepare. One part of 
Liquid Lactum to 1 part of water, or 1 level meas- 
ure of Powdered Lactum to2 ounces of water, makes 
a formula supplying 20 calories per fluid ounce. 


(1) Jeans, P. C.: In A.M.A. Handbook of Nutrition, Ed. 2, Philadelphia, Blakiston, 
1951, p. 275. (2) Albanese, A. A.: Pediat. 8: 455, 1951.(3) Holt, L. E., dr., and Me- 
intosh, R.: In Holt Pediatrics, Ed. 12, New York, Appleton-Century-Crofts, inc., 
1963, pp. 175-178. (4) Frost, |. H., and Jackson, R. L.: J. Pediat. 39: 565, 1951. (5) 
Jackson, R.L., and Kelty, H. G.: J. Pediat. 27: 215, 1945. 


"Calculated on the basis of a daily allowance of 3.5 Gm. per Kg. 


Lactum 


nutritionally sound formula for infants 
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